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DISEASES OF THE EAR Fourth Edition $6.50 
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627 Pages 332 Illust 
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ym, M.D., Consulting Oral. Sur 1 to the Manhattan Eye, Ear and Throat Hospital Octavo. 


This edition has been thoroughly revised and enlarged but only such new work has been included 


as has a direct practical bearing upon either the conceptions or treatment of oral disease, or it 


make this outstanding book of greater practical usefulness to students of otology 


PHYSICAL AND CLINICAL DIAGNOSIS First Edition $6.00 


By Otro Seirerr, Pr sor f Medicine Wuer irg und 6D Pau mo OMeursris 1 

Authorized translation from the twenty-fourth German edit by Dk i ( ' \ Med 
Johns Hopkins University Crown Octa 6 Pages 14) Hlust ( i] 
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diagnosis and clinical microscopy will find this little book all that he usually needs to consult in his 
work on the w irds Phe practithe ner ot medicine with 1 COpy on his desk will rarels Nec i to dig 
deeply in his library. 

TREATMENT OF DISEASES OF CHILDREN First Edition $7.00 
With special formulas and drugs for childhood and short diagnostic summary of each 
clinical picture. 

By Pror. F. Lust, Direct fot Hospital Karlst ted by Dr. Sa ' 
Associate Pediatric f the Barnett Hospital, | N. J. Octavo Pas 

There is scarcely a single volume in English which deals purely with Treatment of Diseases of Children 
which can make any claim to completeness. It is surprising that this should be so in what bec 
called the “therapeutics specialty.” This book translated from the fifth Germa li i pt 
to meet this need. Only the most reliable methods for handling each condition are described and only 
those methods are included with which either the autl r or translator ha had pers mal « K perience The 
translation has been changed where necessary to conform with accepted American idea 
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New Books 





DISEASES OF 
WOMEN 


(New 7th Edition) 


By HARRY STURGEON CROSSEN, 
M.D., F.A.C.S. 


Professor of Clinical Gynecology, Washington Uni- 
versity Medical School, and Gynecologist in Chief to 
The Barnes Hospital and the Washington University 
Dispensary; Gynecologist to St. Luke’s Hospital; 
Consulting Gynecologist to the Jewish Hospital, 
St. John’s Hospital and the St. Louis Maternity 
Hospital; Fellow of the American Gynecological 
Society and of the American Association of Obste- 
tricians, Gynecologists, and Abdominal Surgeons. 


1045 pages, 634x10% inches, with 934 illustrations 
in the text and two — _— 
Price silk cloth, $11.5 


A new edition of a Crossen book is a matter 
of some moment in gynecological circles. Like 
pediatrics or internal medicine, diseases of 
women play an important role in the daily 
work of most physicians. The new seventh 
edition of Crossen’s “Diseases of Women” 
will, like those preceding it, prove invaluable 
to the doctor with problems to solve in- 
volving gynecological procedure. 


SYMPTOMS OF 
VISCERAL DISEASE 


(New 4th Edition) 
By Francis Marion Pottenger, A.M., M.D., 
LL.D., F.A.C.P. 
Medical Director Pottenger Sanatorium for Diseases 
of the Lungs and Throat, Monrovia, Calif. Author 
of “Clinical Tuberculosis,” ‘‘Tuberculin,” ‘Muscle 


Spasm and Degeneration,” “‘Tuberculosis and How 
to Combat It,” ete. 


426 pages, 6 x 9, 87 halftones, line drawings and 
charts, 10 full-page color plates. Price, silk cloth 
binding, $7.50. . 


A Study of the Vegetative Nervous System 
in Its Relationship to Clinical Medicine. 


Pottenger believes that the patient who has 
the disease should receive equal considera- 
tion to the disease which has the patient. 


Send For These New Books Today 


THE C. V. MOSBY COMPANY 
Publishers 
3523 PINE BLVD. ST. LOUIS, MO. 


Special Courses In 
Laboratory 
Technique 


We have a six months’ course for the train- 
ing of laboratory technicians. 


We have monthly courses for physicians. 
Special attention to the new Schilling Blood 
work. 


Write for information 


Gradwohl School of 
Laboratory Technique 


3514 Lucas Avenue, 
St. Louis, Mo. 














The “MESCO” Laboratories 
manufacture the largest line of 
Ointments in the world. Sixty 
different kinds. We are origi- 
nators of the Professional Pack- 
age. Specify “IMESCO” when 
prescribing Ointments. Send 
for lists. 


MANHATTAN EYE 
SALVE COMPANY 


Louisville, Kentucky 
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MACMILLAN—ATLANTA 
and 


MACMILLAN —DALLAS 


Serve the South and Southwest 





A cordial invitation is extended to the Profession to use the 
facilities afforded by these two branches of Macmillan, estab- 
lished to assure prompt and individualized service to our 
clientele. 


Both branches carry a complete stock of Macmillan books, 
and are thus enabled to fill orders immediately upon their 
receipt. 


We suggest that you write either to the ATLANTA or to the 
DALLAS office for catalogues, circulars or any information 
relative to Macmillan medical publications. 


THE MACMILLAN COMPANY 


Publishers (New York) 


ATLANTA DALLAS 
500 Spring St., N. W. Ross Ave. and Akard St. 
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GILLILAND 
BIOLOGICAL PRODUCTS 


Prepared Under U. S. Government 
License No. 63 


Official Products Used by the 


Alabama State Board of Health 


for 


Immunization and Treatment 


Toxin-Antitoxin Tetanus Antitoxin 


Our Toxin-Antitoxin Mixture creates 
active immunity against diphtheria, 
which begins in about 8 to 12 weeks 
and continues effective for many years 
—possibly for life. Prepared from 
antitoxin of either horse or goat origin. 


Our Tetanus Antitoxin, being highly 
concentrated and low in total solids, 
minimizes the risk of severe anaphy- 
lactic reactions. Each package contains 
an excess of antitoxic units to provide 
against gradual loss of activity with age. 





Typhoid Vaccine 








Our Typhoid Vaccine (plain or com- 
bined) is prepared in accordance with 
the technique employed in the VU. S. 
Army Medical School. Our labora- 
tories are especially adapted to its pro- 
duction. 


There is a State 
Distributor 
in your locality 


| Special State 
list 
| on request 














GILLILAND BIOLOGICAL PRODUCTS 
are Standard 
and the most careful technique 


is applied in their preparation 


THE GILLILAND LABORATORIES 


MARIETTA, PA. 
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THE RISK OF RENAL DAMAGE 


From Metal Therapy in the Treatment of Syphilis 
IS REDUCED TO A MINIMUM 


By Using 


Bismuth Sodium T artrate 


(Searle) 


In a report on the pharmacologic action of Bis- 
muth Sodium Tartrate (Searle), Professor Hanz- 
lik (of the Stanford University School of Medi- 
cine), and his collaborators state that it exerts no 
deleterious effect upon the circulation and that it 


does not affect the permeability of the kidneys. 


[J. A. M. A., 92:1413 (April 27), 1929] 


G. D. SEARLE & CO. 


CHICAGO 


Makers of Arsenicals (Searle) which are free from Methyl Alcohol, 
Methyl Derivatives and Ether. 
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HE fact that Mellin’s Food makes 

the curd of milk soft and flaky 
when used as the modifier is a matter 
always to have in mind when it be- 
comes necessary to relieve constipa- 
tion in the bottle-fed baby; for tough, 
tenacious masses of casein resulting 
from the coagulation of ingested milk, 
not properly modified, are a frequent 
cause of constipation in infancy. 


Constipation in 
Infancy 


TUNIIQUOUUUOOEUANUUUOAUOEEEENTONOOUOOOUREOOONOAUEAUULO ODEON OOO EPEAT EPA 


' 


TNNNULUUUUINNNNNTE 





—_ fact that Mellin’s Food is free 
Refine God on eal from starch and relatively low in 
properly modified with dextrins, is another matter for early 
Mellin’s Food consideration in attempting to over- 
are not troubled come constipation caused from the 
with constipation use of modifiers containing starch or 
carbohydrate compounds having a 

high dextrins content. 








i bw fact that Mellin’s Food modi- 

fications have a practically un- 

limited range of adjustment is also 

worthy of attention when constipation 

is caused by fat intolerance, or an Mellin’s Food 
excess of all food elements, or a dail ‘ . 
intake of food far below normal vid a ie nee 
quirements, for all such errors of diet = 
= are easily corrected by following the 
system of infant feeding that employs 
Mellin’s Food as the milk modifier. 


EULA LLL LLL LUMO 


| 
' 
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A pamphlet entitled “Constipation in Infancy” and a liberal supply 
of samples of Mellin’s Food will be sent to physicians upon request. 


MELLIN’S FOOD COMPANY, BOSTON, MASSACHUSETTS 
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of Syrup of Thiocol. 


for Coughs and Colds 


A genuinely scientific remedy, to be effective, must be aimed 
at the infection itself. Temporary sedation of the cough 
counts for little when it comes to a question of permanent 
results. 


In Syrup of Thiocol there is but one drug, Thiocol—no nar- 
cotics. Increasing numbers of the profession each year pro- 
claim Thiocol a great aid to them in practice, for Thiocol does 
exert a marked anti-catarrhal beneficial action upon the 
respiratory tract. 


A bottle of Syrup of Thiocol 
sent to physicians on request. 


Hoffmann-La Roche .Inc. 
Makers of Medicines of Rare Quality 
NUTLEY NEW JERSEY 





Packing Syrup of Thiocol .. . 


In this ultra-modern sanitary subdividing room Syrup of Thiocol ‘Roche’ is pre- 
pared for shipment to pharmacies and hospitals all over the country. Please note 
—not a hand touches the remedy. The process is all automatic. ‘Roche’ quality 
is more than an idle claim. Along this route daily go twenty thousand bottles 


COUNCIL 
ACCEPTED 
Never 
advertised 
to the laity 
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How could we get along without 


“(@ anned H ruits 






grocer sells? 


fresh vegetables, such as corn, tomatoes, 
peas, carrots and string beans need a 
dash of sugar to restore their sweetness. 
In making them more palatable, every- 
body is eager to eat what they need of 
these foods. This is especially true where 
children’s meals are concerned. Can you 
blame a child for shying at an insinid 
vegetable, a too-sour frui t- 
ened cereal? 


@é Canned fruits add 
health and variety to 
every diet and menu 


Just Loox at the wonderful assortment 
of canned fruits, jellies, jams and relishes 
every grocer offers you. You are always 
able to get just what you want at a nom- 
inal cost. 





Modern science has been used by the 
canner to bring’ the finest fruits to you 
cooked to uniform perfection. And sugar 
plays an important part in such results. 


Every cook should cultivate the habit 
of using sugar as a flavorer. Often 


@ “Most foods are more delicious ishing with Sugar” 
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F N EMINENT authority, in his treatise on rickets, states that in recent years fully 
ay three-fourths of the infants in large cities showed some signs of this disease. Nowadays, 
the prospects for efficient prevention and cure of rickets are far more promising. This 
much brighter outlook is due to the discovery of irradiated: ergosterol. 


Clinical tests on an extensive scale during several years have demonstrated that Vigantol— 
an irradiated ergosterol—is a highly potent antirachitic. In small doses, it prevents the 
occurrence of rickets, while in developed cases it rapidly establishes normal bone forma- 
tion and improves the general nutrition. During pregnancy and lactation, its administra- 
tion is advisable to maintain normal calcium metabolism. 


How Supplied: — Vigantol is available in a standardized oily solution. This has 100 
times the vitamin D (antirachitic) potency of cod liver oil, two drops being equivalent to 
one teaspoonful of the latter. Supplied in bottles of 5 cc. and 50 cc. with standard droppers. 


Sample and literature on request 


@ VIGANTOL @ 


Trademark Reg. U. S. Pat. Of. & Canada 


Brand of VIOSTEROL 


WINTHROP CHEMICAL COMPANY, INC., NEW YORK 
CANADA: WINDSOR, ONT. 





— Winthrop Quality has no aa ch 


ee ne 
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THE U. S. PUBLIC HEALTH SERVICE 


SPONSORED 
VITAMINE “P. P.” (PELLAGRA-PREVENTIVE) 


Regular bulletins U.S.P.H. Service show pellagra occurs in remarkably wide 
area. While it predominates in southern states, odd cases may be found in any 
state in the Union. 


THE CAUSE— 


The late Dr. Goldberger and associates (U.S.P.H. Service) have attributed 
these pathological findings to errors in dietary regime, deficiency in special food 
factors and particularly a shortage of vitamines, especially the “P.P.” substance. 


THE REMEDY— 
“P.P.” food factors or the Vitamine ‘“‘G”—which was described by Dr. Gold- 


berger and bears his name. The richest known source of these vitamine substances 
is Brewers’ Yeast (Harris), which is the same identical yeast powder used by Dr. 
Goldberger in his discovery that this substance cures many cases of pellagra. 


BREWERS’ YEAST-HARRIS 
(Medicinal Powder) 


and 


YEAST VITAMINE-HARRIS (Tablets) 


are indicated in many other conditions, where “immunity-building” to infectious 
diseases is required. 


The rich content of Vitamines B, F and G in Brewers’ Yeast-Harris, make it a 
valuable aid in convalescence from infections. 


Sample Bottles—to Physicians Only 


Brewers’ Yeast-Harris (Powder) 85c 
Yeast Vitamine-Harris (Tablets) this month—Gratis 





THE HARRIS LABORATORIES 
Tuckahoe, New York 
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SIMIFAC 


A Diet for Infants 























SEND FOR PRESCRIPTION 

BOOK! Prescription books are furnished 
physicians only. They conserve the time ordinar- 
ily spent by the physician in giving verbal instruc- 
tions. The reverse side of each prescription blank 
has complete instructions for preparing the feed- 
ing. Your directions regarding the use of Similac 
are the only directions your patient receives. 


Samples of Similac sent upon receipt 
of your prescription blank. 











UIREME 
of INFANTS 
EPRIVEDo 
REAST MILK 


SIMPLICITY OF US 


SS” 


en ant years of scientific 














research and clinical trial pre- 

ceded the marketing of Similac. 
The result is a diet fully satisfying the 
physical, chemical and metabolic require- 
ments of infants deprived, either wholly or 
in part, of breast milk. 


Yet Similac achieves a most satisfying sim- 
plicity. Your directions for its use are easily 
understood, easily followed by any mother. 
In complementing breast feedings, for 
example, it is only necessary to add Similac, 
in the proportion of one measureful (meas- 
ure in can) to two ounces of previously 
boiled water. 


M GR Dietetic Laboratories, Inc. 


COLUMBUS, OHIO 


11 
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In Pneumonia 
Start treatment early 


In the 


Optochin Base 


treatment of pneumonia every hour 
lost in beginning treatment is to the 
disadvantage of the patient. Valu- 
able time may often be saved if the 
physician will carry a small vial of 
Optochin Base (powder or tablets) 
in his bag and thus be prepared to 
begin treatment immediately upon 
diagnosis. 


Literature on request 


MERCK & CO. Inc. Rahway, N. J. 
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in the Treatment of Pneumonia 








Anything short of ma- 
jor calibre in a dia- 
thermy machine forthe 
treatment of pneu- 
monia will prove dis- 
appointing. The Victor 
Vario-Frequency Dia- 
thermy Apparatus is 
designed and built spe- 
cifically to the require- 
ments. It has, first, the 
necessary capacity to 
create the desired phys- 
iological effects within 
the heaviest part of the 
body; secondly, a re- 
finement of control and 
selectivity unprece- 
dented in high frequen- 
cy apparatus. 


In the above illus- 
tration the apparatus 
proper is shown mount- 
ed on a floor cabinet, 
from which it may be 
lifted and conveniently 
taken in your auto to 
the patient’s home. 











REPORT from the De- 

partment of Physiotherapy 
of a well-known New York 
hospital, dealingwith diathermy 
in pneumonia and its sequelae, 
states as follows: 


“Asa rule diathermy is indi- 
cated in acute pneumonia, 
especially so when the symp- 
toms are becoming or already 
are alarming: temperature is 
high, the patient is delirious, the 
pulse is extremely rapid, cya- 
nosis is deep, the respiration 
rate is high, the breathing is 
very shallow, and the cough 
remains unproductive. Not in- 
frequently in a pneumonia case 
with such alarming symptoms, 
after a few diathermy treat- 
ments an entire change of the 

icture takes place: cyanosis 
essens, respiration becomes 


GENERAL @ 


deeper, the quality of pulse im- 
proves, the rate decreases, the 
temperature is lowered, andthe 
cough becomes productive. 
Auricular fibrillation that de- 
velops occasionally in similar 
pneumonias or other types of 
pneumonia where the toxemia 
is great, has been changed to a 
perfect normal rhythm after a 
few diathermy treatments.” 

You will value diathermy as 
an ally in your battles with 
pneumonia at this season, aside 
from the satisfaction derived 
from having utilized every 
proved therapeutic measure 
that present day medical sci- 
ence offers. 

Areprint in full of the article 
above quoted, also reprints of 
other articles on this subject, 
will be sent on request. 


ELECTRIC 


X-RAY CORPORATION 


2012 Jackson Boulevard 


FO RLY VI 


Chicago, IIL, U.S.A. 





R_ (WS CRAY CORPORATION 
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SPECIFIC THERAPY OF 
ERYSIPELAS 
A 





ERYSIPELAS ANTITOXIN 
LILLY « A9o 





ADEQUATE doses of Erysipelas 
Streptococcus A\ntitoxin, Lilly, 
when given early usually control 
the immediate attack. In the favor- 
able responses there is prompt 
relief from the toxemia, improve- 
ment in temperature and pulse 
rate with arrest and fading of 


the lesion. 


Erysipelas Streptococcus 
Antitoxin, Lilly, is a purified, 
concentrated globulin of high 
antitoxic potency. The dosage 
volume is small; the protein and 
solids content low. 

Supplied by the drug trade in 


convenient syringe containers of 


5000 units. 


Write for further information 





ELI LILLY AND COMPANY 
INDIANAPOLIS, INDIANA, U.S.A. 


March 1930 
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CRAWFORD CLINIC 


South Mississippi Infirmary 
HATTIESBURG, MISS. " 
MEDICAL AND SURGICAL STAFF 


Dr. Franklin T. Bower Dr. Joseph E. Green 


General Medicine—Roentgeonology Pediatries, Obstetrics 
Dr. Charles C. Buchanan Dr. Altus B. Harvey 
Eye, Ear, Nose and Throat Surgery, Urology 
Dr. Walter W. Crawford Dr. John Paul Jones 
Surgery, Gynecology, Radium Dental Surgery 
Dr. John P. Culpepper, Jr. W. Hamilton Crawford 
General Medicine Director 

















WESTBROOK SANATORIUM 


Richmond Telephone—Boulevard 1220 Virginia 
Department for Men: Department for Women: 
J. K. Hall, M. D. P. V. Anderson, M. D. 
O. B. Darden, M. D. J. H. Royster, M. D. 


E. H. Alderman, M. D. 


The institution is situated just beyond the northern border of the City on the Richmond-Washington automo- 
bile highway. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 

The medical staff devotes its entire attention to the patients in the Sanatorium. 


The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 


There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes pos- 
sible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private bath. 
There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination is 
made when indicated. The examination is typed and a copy of it is available for the referring physician. Complete 
x-ray equipment has been installed. A dental room has been fitted up and a complete dental investigation is a part 
of the general survey. 


A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interesting 
occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on the 
truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet, and pool. There is a movie and a dance every week. On Sunday evening 
there is chapel service. 


Detailed information is available for physicians. 

















16 


SOUTHERN MEDICAL JOURNAL 





March 1930 





May We Send You A Booklet? 





BLACKMAN HEALTH RESORT, Inc., 


2140 Peachtree Road, N. W., Atlanta, Ga. 


General Medical 


New, fireproof, finely ap- 
pointed. Semi-rural setting in 
the best environs of Atlanta, 
one-half mile out. Rates average 
$50 per week, including the 
Baths and room with bath. 

Elaborate hydrotherapy; com- 
plete diathermy-sinusoidal-ultra- 
violet-arc-infrared dep.; dietet- 
ics, colon lavage. 

Clinical and X-ray laboratories. 


Heart-artery-kidney, diabetic, 
digestive, rheumatic, nervous, 
toxic, anemic, underweight and 
overweight cases. Migraine. 
Angina. 








Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and Diag- 
nosis of all problems in Medicine and Surgery, especial- 
ly of conditions involving the Nervous System. All 
newer hods of Di i particularly the Chemistry 
of the blood, spinal fluid, secretions and excretions of 
the body are employed. "The importance of the body 
metabolism and its rel to c is 
emphasized. 

The co-operation of physicians is invited. It is the 
policy of the Hospital to return patients to their home 
and family physi for treatment, at the earliest pos- 
sible t, after diagnosis is made. Only at the re- 
quest of the patient’s physician will any case be kept 
in the Hospital beyond the necessary period of obser- 
vation. 

A complete staff of skilled specialists in co-operation. 

For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 














“Norways” Hospital for General Klageasis 
and Nervous Diseases. 








Ambler Heights 


Sanitarium 


Conducted for incipient and 


convalescent tuberculous cases. 
ASHEVILLE, N. C. 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 
formation upon request. 


Address 


DOCTORS AMBLER & AMBLER 
P. O. Box 1861, Asheville 











GRACE LUTHERAN SANATORIUM 








FOR TUBERCULOSIS 


San Antonio, Texas 


MODERN institution in beautiful San 

Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping porch; 
individual cottages; high-class ‘accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff; moderate rates. 
For booklet and information address 


REV. PAUL F. HEIN, D.D., Supt. 
P. O. Box 214 
SAN ANTONIO, TEXAS 
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BALYEAT HAY-FEVER AND ASTHMA CLINIC 


Rooms 600-620 Osler Building, 1200 North Walker Oklahoma City, Okla. 
Ray M. Balyeat, M.A., M.D., Director 








Pollen House Laboratory 


The Clinic is devoted exclusively to the study and treatment of asthma, hay-fever, and 
allied diseases (certain types of eczema, urticaria and migraine). 

Patients referred to the Clinic will be thoroughly investigated, material for treatment 
prepared, and returned to their doctor for further care. 











CHEVY CHASE SANATORIUM 


Tennyson and 32nd Streets Washington, D. C. 








For Mental and NERVOUS CONDITIONS 


Full Staff of Consulting Specialists. Physician in Charge gives entire time to study and care of 
individual patients. Capacity limited and only selected cases admitted. Rooms private and com- 
fortable. Seven acres of wooded lawn in exclusive residential section of Nation’s Capital. Tennis 
courts, croquet courts, complete Hydro-Therapy equipment. Delightful environment and private 
home atmosphere, ideal for resting shattered nerves. Every effort is made to maintain the highest 
standard of efficiency and ethics. Rates, based on individual requirements, are in keeping with gen- 
eral hospital charges. 


Maurice L. Townsend, M.D., Physician in Charge 
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THE ATLANTA NEUROLOGICAL HOSPITAL 
At 


BROOK HAVEN MANOR 
4070 Peachtree Road, ATLANTA, GEORGIA 


NEWDIGATE M. OWENSBY, M. D. 


Director 
1210 Medical Arts Building Atlanta, Georgia 











SALASCO SANITARIUM SCHOOL 
For Nervous and Retarded Children 


Alexander, Arkansas 


A home and school for a limited number of younger chil- 
dren. It makes a strong appeal to those desiring for their chil- 
i dren individual care, in beautiful surroundings. 

The children have constant medical supervision, special 
| attention given to habit training, corrective physical work, motor 
control and speech development. 

Situated in the suburbs of Little Rock, on a tract of forty 
acres, an ideal location, readily accessible by hard surface 
highway. 

: Letters of inquiry may be addressed either to school or 
to city office, 508 Federal Bank and Trust Bldg., Little 
Rock, Ark. 


R. F. DARNALL, M.D., Founder and Superintendent 











HIGH OAKS SANATORIUM 


Established 1887 


Lexington, Kentucky 
1000 Feet Elevation 


For the Treatment of Nervous and Mental Diseases, 
Liquor and Addictions 


Every approved method of treatment applied as indicated after thorough clin- 
ical and laboratory examination of patient. Constant expert medical supervision 
and specially trained nurses. Complete hydrotherapeutic equipment. Although a 
fully equipped institution, the sanatorium has a comfortable, home-like atmosphere. 


New brick buildings, rooms with and without private baths. Extensive, beau- 
tifully wooded grounds in the heart of the blue grass region; a short drive from 
the famous scenery of the Kentucky River. 


Music. Billiards and pool, tennis, croquet and other in and outdoor games. 
Eighteen hole golf course available. Frequent automobile drives. 


For complete information, address 


DR. GEO. P. SPRAGUE, Supt. 
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ALCOHOLISM and DRUG ADDICTION 
Nervous and Mild Mental Cases 


cA Quarter (entury of Use of 


the Stokes Gradual Reduction 
Method for Alcoholics and Drug 
Patients. 


Complete modern scientific equipment 
together with laboratory and hospital fa- 
cilities permit an unusually high-type of 





seightnacrie Located at the “gateway to the South” 
Rates include a private room and complete 

medical supervision. Refined surroundings, strictly ethical operation; five acres of beau- 
tiful grounds and stately trees. Apply to E. W. Stokes, M. D., Medical Director, 
Cherokee Road (Long Distance Telephone, East 1488). 


res DR. STOKES SANATORIUM 











On 
Request Louisville, Kentucky Request 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all-the-year- 
round health resorts of the world, where climate, air, water and scenery are unsurpassed. 
Five separate buildings, thoroughly modern, afford ample facilities for the classification 
and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of Alcoholic 
and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage extensively 
used. The two physicians in charge reside in the Institution and devote their entire 
time to the care and treatment of the patients. 


For information booklet write Drs. Griffin and Griffin. 
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STUART CIRCLE HOSPITAL, Richmond, Va. 


bcosdeanidid 


Pye. 
Piet i 


urediadidl tiny te: 
iy bod Gi dda “lian 





STAFF 
General Surgery: Obstetrics: Internal Medicine: Ophthalmology, Oto-Laryngology: 
Robert C. Bryan, M.D., F.A.C.S. Greer Baughman, M.D. Alex G. Brown, Jr.,.M.D. Clifton M. Miller, M.D. 
Stuart N. Michaux, M.D., F.A.C.S. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 
Charles R. Robins, M.D., F.A.C.S. Physiotherapy: 


Mark W. Peyser, M.D. 
With consulting offices for the staff, laboratories, surgical and obstetrical operation rooms, equipment for the treat- 
ment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a modern standardized 
hospital for private patients. CHARLOTTE PFEIFFER, R. N., Superintendent. 











DR. MOODY'S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 


and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and winter. Ap- 
proved diagnostic and therapeutic methods. Modern clinical laboratory. Seven 
buildings, each with separate lawns, each featuring a small separate sanitarium, 
affording wholesome restfulness and recreation, in doors and out doors, tactful 
nursing and homelike comforts. Bath rooms en suite, 100 rooms, large galleries, 
modern equipment, 15 acres, 350 shade trees, cement walks, playgrounds. Sur- 
rounded by beautiful park, Government Post grounds and Country Club. 


T. L. MOODY, M.D. J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician 
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FOR NERVOUS AND MENTAL DISEASES 
HILL CREST SANITARIUM AND SELECTED CASES OF ADDICTION 
Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway overlooking the 


City. All modern conveniences. Separate buildings for convalescent women patients. Several acres of well shaded lawn. 
Adequate nursing service maintained. Consultants: H. S. Ward, M.D., C. M. Rudulph, M.D. 


JAMES A. BECTON, M.D., Physician in Charge. P.O. Box 96, Woodlawn, Birmingham, Ala., Phone Wdl. 1200 








SAM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. 





“ea 


Main Building. There are 36 Hollow Tile Cottages with Modern Conveniences 


THE THOMPSON SANATORIUM 
KERRVILLE, TEXAS 
FOR THE TREATMENT AND EDUCATION OF TUBERCULOUS PATIENTS 
All Sealy Mattresses X-Ray and Laboratory Graduate Nurses Moderate Rates 
Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher. 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 


BYRON M. CAPLES, M.D., Medical Director 
FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


Waukesha, ° ° . Wisconsin 











POTTENGER SANATORIUM 
MONROVIA, CALIF. 


for Diseases of the Lungs and Throat 
F. M. Pottenger, A.M., M.D., L.L.D., Med. Director 
J. E. Pottenger, A.B., M.D., Asst. Med. Director 

and Chief of Laboratory 

S. P. Bittner, M.D., Resident Physician 
Situated on the Southern slope of the Sierra Ma- 
dre Mountains at an elevation of 1,000 feet. Win- 
ters delightful; summers cool and pleasant. Thor- 
oughly equipped for the scientific treatment of tu- 
berculosis. A clinic for the diagnosis and study of 
such- non-tuberculous diseases as asthma, lung ab- 








scess and bronchiectasis is maintained in connec- 
tion with the Sanatorium. 
Address POTTENGER SANATORIUM, 
onrovia, Calif., for particulars 
Los Angeles Office, 
1212-14 Wilshire Medical Building, 
1930 Wilshire Boulevard 























EXPERIENCE 


HE Pope Hospital was founded in 

i 1890 and the intervening years have 

found us keeping step with the best 
medical thought of the times. 

This hospital is thoroughly equipped 
for the treatment of Neurological and 
Internal Medicine cases. Careful diagnosis 
and individual study of every case always 
precede’ treatment. Modern laboratory 
methods eliminate all risk of guesswork. 


Our methods include: Hydrotherapy, 
Electrotherapy, Galvanic, Sinusoidal, Static, 
Thermotherapy, Mechanotherapy, Faradic, 
High Frequency and Diathermy. 

Light R. No insane, morphine, alcoholic or other 

High Frequency and Light Room objectionable cases received at this institu- 

tion. Complete co-operation with home 
3 physician always. For further information 
All Forms of Lights, Mec- or copy of new booklet address 
hanical Vibration and Swedish 


Movements are available at THE POPE HOSPITAL 
The Pope Hospital in the treat- ieienenme 
ment of patients referred to LOUISVILLE, KY. 


this institution. 





CURRAN POPE, M. D. 
Medical Director 
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Highland Avenue at Sycamore Street 





t vatg a 


In the Heart of the South 


GORGAS HOTEL-HOSPITAL 


Built and operated by the SEALE HARRIS CLINIC for the diagnosis and treatment of internal dis- 
eases, particularly gastro-intestinal, cardio-vascular-renal, 
courses of instruction for diabetics. Excellent summer climate. 


nervous and metabolic diseases. Special 


Rates reasonable. 
Birmingham, Alabama 








McGuire Cin c¢ 


ST. LUKE’S HOSPITAL 
Richmond, Virginia. 


Medical and Surgical Staff 


General Medicine 


Garnett Nelson, M. D. 
James H. Smith, M. D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John Powell Williams, M.D. 
Kinloch Nelson, M.D. 
Clifford H. Beach, M.D. 


Pathology and Radiology 
S. W. Budd, M.D. 


Roentgenology 

A. L. Gray, M.D. 

J. L. Tabb, M.D. 
Urology 

Austin I. Dodson, M.D. 








General Surgery 


Stuart McGuire, M.D. 

W. Lowndes Peple, M.D. 
Carrington Williams, M.D. 
W. R. Southward, Jr., M.D. 


Orthopedic Surgery 
William T. Graham, M.D. 
D. M. Faulkner, M.D. 
Dental Surgery 


John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 
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‘electric light, fire protection and an abundance of pure water. The elegance and comforts of a well appointed home. 








LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland «nd ornamental 
shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, low-pressure steam heat, 


Rooms single or en suite with private bath. Facilities for giving Hydrotherapy, Electrotherapy, Massage, Physical Cul- 
= and Rest Treatment. Experienced nurses and house Physician. An improved treatment for Opium-Morphin Ad- 
iction. 

S. T. RUCKER, M.D., Director Medical Department 
Memphis, Tenn. Bell Telephone Connections 























THE HENDRICKS - LAWS 


SANATORIUM THE OXFORD RETREAT 


Chas. M. Hendricks, James W. Laws, OXFORD, OHIO 
Medical Directors FOR 

A modern and thoroughly equipped private Nervous 
institution for the treatment of all forms of 
tuberculosis, located at an ideal point, where at- and 
mospheric conditions approach perfection in Mild Mental Cases 
the treatment of such disorders. For full in- 
formation, address T. B. Craft, Business Man- R. HARVEY COOK 
ager. Physician in Chief 

Altitude 4,000 feet. Percentage of Humidity .40 Cis toc Deatibes Cte 


335 Sunny Days.. Average Rainfall 9.12 inches. 
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CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 
ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large groves 
and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville 
NASHVILLE JOHN W. STEVENS, M.D., Physician-in-Charge TENNESSEE 
R. F. D. No. 1 


On Murfreesboro Pike, one-half mile east of old location 











BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 
For Mental and Nervous Diseases. 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
ares. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanita- 
rium, Smyrna, Ga., or to the city office, 157 
Forrest Avenue, N. E., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 











ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 
For Nervous Diseases and Selected 
Cases of Mental Diseases. 
(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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THE TUCKER SANATORIUM, INC. 


212 WEST FRANKLIN STREET (Corner of Madison), RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley R. Tucker, Howard 
R. Masters and James Asa Shield. 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute alcoholic 
cases are not taken. The Sanatorium is large and bright, surrounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situated in the best part of Richmond and is thoroughly and 
modernly equipped. There are departments of massage, medicinal exercises, hydro-therapy and physio- 


therapy. The nurses are specially trained in the care of nervous cases. 








St. Elizabeth’s Hospital Vie Knick Kah 


RICHMOND, VA. 


Staff 
} , a? Horsley, M.D., Surgery and Gynecology and Bell 


Horsley, Jr., M.D., Plastic, Thoracic and 


” General Surgery. . ow 
Douglas C. Chapman, M.D., Internal Medicine 746 Francis Bldg. Louisville, Ky. 
Wm. H. Higgins, M.D., Consultant in Internal 
Medicine 
O. O. Ashworth, M.D., Consultant in Internal 
Aun TD d M.D., Urol 
ustin I. Dodson, M.D., Urology s x * 
or ee eee ae fees Modern equipped X-Ray Laboratories 
Thos. W. Wood, D.D.S., Dental Surgery at 
Helen Lorraine, Medical Illustration Office and Hospitals a 
Administration Diagnosis and Therapy 

N. E. Pate Business Manager 





SCHOOL FOR NURSES 


The Training School is affiliated with Johns An ample supply of Radium for 


Hopkins Hospital in Baltimore for a three months’ * 
course, each, in Pediatrics and Obstetrics. A course the neem of superficial and 
in Public Health Nursing is given as an elective deep lesions in which radium is 


in the Senior year at the Richmond School of ree 
Social Work and Public Health which is a depart- indicated. 
ment of William and Mary College. All applicants 
must be graduates of a high school or have the 
equivalent education. 


Address J. PAUL KEITH D. Y. KEITH 
Elizabeth S. Moran, R. N. Jos CLARK BELL 
Superintendent i 

















SAINT ALBANS SANATORIUM 


RADFORD, VA. 


Medical Staff: 
J. C. KING, MD. 
IRA C. LONG, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 


Write for full details. 
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W. L. Brown, M.D., F.A.C.S. 


urgery 

Paul Gallagher, M.D. 
Chest Surgery 

K. D. Lynch, M.D. 
Urology 

F. C, Goodwin, M.D. 

opedist 

L. B. Baltz, D.D.S. 

Dental Surgery 


ST. JOSEPH’S SANA 


El Paso, Texas 


TORIUM for Tuberculosis 


THE SISTERS OF ST. JOSEPH 


E. A. Duncan, M.D. 
Consultation 
Internal Medicine 

G. Werley, M.D. 
Consultation 
Internal Medicine 

F. D. Garrett, M.D. 
Gastroenterology 

L. M. Smith, M.D. 
Dermatologist 


Stephen A. Schuster, M.D., F.A.C.S. 
Franklin P. Schuster, M.D., F.A.C.S. 
Ophthalmology and 
Otolaryngology 
J. W. Cathcart, M.D., F.A.C.S. 
C. H. Mason, M.D. 
Roentgenology 
W. W. Waite, M.D. 
Bacteriology and Pathology 





D. G. Arnold, M.D. 
Resident Internist 


Orville E. Egbert, M.D. 
Medical Director 


M. M. Gibson, M.D. 
Resident Internist 











THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 


For the Care and Training of MENTALLY DEFECTIVE CHILDREN 


Expert training, mental development and 
care by specially trained teachers, nurses 
and physician who has devoted his life to 
the study and treatment of cases of arrested 
mental development. 


Delightfully located in the beautiful 
blue grass region of Kentucky. Five hun- 
dred acres of lawn and woodland for pleas- 
ure grounds. Seven elegantly appointed 
buildings, electrically lighted and steam 
heated. Highly endorsed by prominent 
physicians. Write for descriptive catalogue. 


Address 
DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 











THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 


Established in 1888 by Dr. Karl von Ruck 


ASHEVILLE, N. C. 
Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 





A modern and completely equipped 
institution for the treatment of tuber- 
culosis. High-class accommodations. 
Strictly scientific methods. For par- 
ticulars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 


(Please mention this Journal) 
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The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases. 
A strictly modern hospital fully equipped 
for the scientific treatment of nervous 
and mental affections. Situation retired 
and accessible. For details write for 
descriptive pamphlet. 


F. W. Langdon, M.D., 

Robert Ingram, M.D., 
Visiting Consultants 

H. P. COLLINS, Business Manager D. A. Johnston, M.D., 
Box No. 4, College Hill Medical Director 


CINCINNATI, OHIO 

















“REST COTTAGE” Cottage Hill, Cincinnati, Ohio 


For purely ner- 
vous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


F. W. Langdon, 
M. D. 

Robert Ingram, 
M. D. 
Visiting 
Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hills, Cincinnati, 
Ohio. 
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_ 4 
VON ORMY COTTAGE SANITORIUM Fo se Tessomene of Tuberculosis 
VON ORMY, TEXAS 
W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please adiress the Manager. 








WALTER R. WALLACE, M.D. HUGH W. FRIDDY, M.D. 











MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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NEW YORK POST GRADUATE 


MEDICAL SCHOOL AND HOSPITAL 


offers courses in 


DERMATOLOGY AND SYPHILOLOGY 


Including 


Practical instruction in the diagnosis and treatment of diseases of the skin, syphilis 
and cutaneous cancer; embracing special syphilotherapy, physical therapy, topical 
therapy, mycology, pathological histology and internal aspects of cutaneous 


medicine. 


These courses are adapted to the needs of the practitioner of medicine as well 


as the specialist. 


Physicians from approved medical colleges are admitted to these courses. 
Enrollment is from six weeks to six months, and instruction is continuous through- 


out the year. 


For those desiring a thorough education in dermatology, a course of two years 


may be arranged for. 


For further information and descriptive booklet, address 


The Dean, 306 East 20th Street, New York City 











POST GRADUATE 
COURSES 


in all branches for 


PHYSICIANS AND SURGEONS 





Special Courses in 


EYE, EAR, NOSE AND THROAT 
LABORATORY AND X-RAY 


Training for 
Physicians and Technicians 


COURSES IN NERVOUS AND 
MENTAL DISEASES 


Presentation of Clinic cases. History taking and 
personal be age oe “ patients. Special arrange- 
ments made the study of mental diseases. 
FEVER TREATMENT’ OF PARETICS demon- 
strated where available. 





For further information address 
Post Graduate Hospital 
and Medical School 


2400 S. Dearborn St. Chicago, IIl. 








The Tulane University of 


Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council on Medical Educa- 
tion of the A.M.A. 


Post-graduate instruction offered in all branches 
of medicine. Courses leading to a higher de- 
gree have also been instituted. 


A bulletin furnishing detailed information may 
be obtained upon application to the 


DEAN 
GRADUATE SCHOOL OF 
MEDICINE 


1551 Canal Street 
New Orleans, Louisiana 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post Graduate Medical Institution in America) 











PHYSICAL—THERAPY 


Lectures and demonstrations of medical and surgical dia- 
thermy; galvanic, low tension and static currents; electro- 
diagnosis, helio-therapy; thermotherapy and artificial light 
therapy; massage and therapeutic exercise. Active clin- 
ical work in the treatment of medical and surgical condi- 
tions. 








FOR INFORMATION ADDRESS 


MEDICAL EXECUTIVE OFFICER: 345 West 50th Street; NEW YORK CITY 








- . Courses for Physicians 
University Regular graduate medical courses of one, and under certain circumstances of two 


n three 

of =, —— leading to appropriate certificates or graduate medical degrees in the 3S 

tely organized and conducted clinical and medical science departments: Internal Med- 

tg Pediatrics, Neuropsychiatry, Dermatology, Syphilology, *Radiology, Surgery, Gynecology- 

. Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, Proctology, *Biochemistry, 
prnsyluania *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 

In every course the registration quota is limited. All of the stated regular courses begin an- 

—_——_———_ nually in mid-October except in the case of departments designated by the asterisks, wherein the 

courses begin whenever vacancy exists in the quota. A ‘“‘year’’ is thirty-two or more weeks, ac- 


Graduate School cording to the department concerned. Certain briefer SPECIAL COURSES (special subdepart- 
io mental subjects) are also available, as follows: Tuberculosis, Clinical and Sociologic; Cardiology; 
Parasitology and Tropical Medicine; Gastroenterology; Allergy; Diabetes Mellitus, Arterial Hyper- 

of Medicine tension and Obesity; Electrotherapeutics; Intubation; Basal Metabolism; Clinical Dermatology; 


Neuroanatomy, Neurophysiology and Neuropathology ; Neurootology ; Clinical Psychiatry Opera- 
———_—_——— tive Surgery and Surgical Anatomy; Gynecology for the General Practitioner; Cystoscopy 
(Women); Orthopedic tare; Ocul Retraction; ‘Suit. La bag meres ge Ocular Peri- 

lature; ar action; Slit Lam; lorosco; : Imi 
The Medico-Chirurgical metry; Ocular Musculature; D A. DY; Opht almio Histology, 








Pathology and Bacteriology Otologic (Cada- 
ver) Operations; rin pent Hh “(Cadaver) ‘Operations; Correction of Defects of Speech; Clin- 
Callege ical Biochemistry. 





Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology 
and Physics, in addition to an approved four years high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general hospitals 
absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 
ing is done. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 

Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 
LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D. 


The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 


CORPUS LUTEUM OF THE SOW 


unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical ex- 
perience with them should demonstrate their therapeutic activity. 

Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults may be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


are also offered for those who prefer, for certain indications, the use of the whole gland or of the residue 
remaining after corpus luteum separation. 
LITERATURE FURNISHED Upon REQUEST 


H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 











DOCTOR! ferent 








The 
Dallas-Southern Clinical Soctety 


will hold the next meeting in Dallas, April 14, 15, 16, 17, 18. There will be LECTURES, 
CLINICS, and POST-GRADUATE TEACHING covering medicine, surgery and the 
specialties. In addition each afternoon will be devoted to GENERAL MEETINGS 
when lectures will be given by men of NATIONAL REPUTATION. 


Every day will be full of worthwhile work! 


Motion Pictures will be shown, including 
the famous Canti (Cancer) Film 


REMEMBER THE DATE—APRIL 14, 15, 16, 17, 18 


HEADQUARTERS—BAKER HOTEL 
DALLAS, TEXAS 


For Further Information Write 
REGISTRATION $10.00 DALLAS-SOUTHERN CLINICAL SOCIETY 
Including Everything 710 Medical Arts Bldg. 


Dallas, Texas 


THIS WILL BE THE LARGEST CLINIC EVER HELD IN THE SOUTH 


Fare and a half will be allowed on all railroads on the certificate plan. 
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BONE GRAFTS IN UNUNITED 
FRACTURES* 


By J. S. SpEEep, M.D., 
Memphis, Tenn. 


In no other field of surgery has experimental 
work given us so little that is practical or de- 
pendable as in the work done in connection with 
bone grafts. The literature is full of very care- 
fully planned research on various phases of this 
subject, yet when it has all been read and the 
results of the numerous investigators have been 
tabulated, there is so much conflicting evidence 
that few positive conclusions can be drawn. 


Our present conception of the proper methods 
to be employed in bone grafting and of the re- 
sults which we may expect, has been derived 
from the practical experience of operating upon 
these cases rather than from the results of ani- 
mal experimental work. This is due in part to 
the inherent difficulties of producing in animals 
conditions similar to those existing in man, par- 
ticularly those disturbances in the physiology of 
bone which accompany non-unions. 

Again, with our rather limited knowledge of 
the true histology and pathology of bone regen- 
eration and bone destruction, a proper micro- 
scopical analysis of the cellular changes taking 
place is difficult and leads to much confusion. 

For years a battle raged regarding the role 
of the periosteum in the production of callus. 
The general opinion at present is that osteogen- 
esis from the periosteum per se does not occur. 
Apparent regenerations from the periosteum are 
explained on the grounds that fragments of bone 
have been left attached or that the bone has 
been left im situ long enough for callus produc- 
tion to have started previous to removal of the 
shaft. 

Strips of periosteum alone will not produce 


*Chairman’s Address, Section on Bone and Joint 
Surgery, Southern Medical Association, Twenty-Third 
Annual Meeting, Miami, Flcrida, November 19-22, 1929. 
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bone, even when they are placed in positions 
where, in accordance with Roux’s law, bone 
production should take place. 

The question is of interest in determining 
whether or not it is advisable to take the peri- 
osteum with bone grafts. Aside from the theo- 
retical value of this membrane in helping to 
affect vascular connections between the host 
tissues and the graft, there seems to be little 
reason to preserve the periosteal covering in re- 
moving a graft. Practically, we find that when 
there are numerous drill holes to be made 
through the graft, or when there is considerable 
handling of the graft, the periosteum is usually 
so much loosened and damaged that little if any 
benefit can be expected from it. We strip the 
periosteum up from the tibia with a blunt peri- 
osteal elevator, leaving the deeper or cambium 
layer attached to the bone, leaving enough of 
the outer layer to help materially in closing 
over the defect in the tibia and to assist in the 
regeneration of the bone removed. 


VIABILITY OF GRAFTS 


Does a bone graft remain viable after trans- 
plantation, or does it act only as an absorbable 
scaffolding around which new bone is formed 
from the host tissues? 

The experimental work to determine this 
point is too voluminous to attempt to cover, and 
it has not yet brought any definite conclusions. 
S. L. Haas has obtained callus production and 
union between fragments of a graft transplanted 
into the knee joint and into the back muscles 
of a dog, both locations being entirely sepa- 
rated from adjacent bone. From this he con- 
cludes that the graft must have remained viable 
to produce callus. 

The work seems conclusive, yet we must re- 
member that under certain conditions a process 
of selective differentiation enables mesenchymal 
cells not ordinarily producing bone to assume 
this role. For instance, it is well known that in 
such conditions as osteochondromatosis, numer- 
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Fig. 1-A 


Non-union both bones fore- 
duration with marked de- 


J. W. N. 16799. 
arm, two years’ 
formity. 


ous cartilaginous and osseous bodies are formed 
from the synovial membrane. 


Pollock’s experiments showed that all grafts 
enclosed in permeable membranes died, but that 
when they were transplanted into fibrous tissue 
some definite areas of regeneration were found, 
although the major portion of the grafts became 
necrotic and were absorbed. 


The chief weight of the histological evidence 
goes to show that necrosis of all the cellular ele- 
ments of the graft is the rule. The skeleton 
of the graft remains and its cellular elements 
are replaced by an ingrowth from the host bone. 
Callus from the host surrounds and incorporates 
the graft, and it becomes an integral part of the 
callus and subject to the same physiological 
changes as ordinary callus. 


Haas’ experiments in transplantations of the 
epiphyses also bear out the theory that trans- 
planted bone no longer retains its original prop- 
erties of reproduction and growth. In a large 
series of experiments Haas found that when the 
epiphyseal area is transplanted, the epiphyseal 
cartilage degenerates and disappears and the 
power of growth is lost. Staub, in 1929, reports 
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an unusual case where a portion of the tibial 
epiphysis was transplanted with apparent 
growth and resumption of function. There are 
numerous examples where whole portions of bone 
have been transplanted to replace complete bony 
defects; for instance, the transplantation of the 
upper half of the fibula to replace a_ resected 
head and shaft of the humerus. These trans- 
plants hypertrophy, according to Roux’s law, 
but it has not been shown that the epiphysis re- 
sumes its function. , 

The conclusion most likely to be drawn from 
clinical experience is that the cellular elements 
of bone grafts undergo necrosis, and that the 
undifferentiated framework is infiltrated by the 
callus elements from the host bone, the graft 
becoming an integral part of the callus. 

The following is an illustrative case from the 
present series. In the performance of one of 
the usual massive onlay graft operations, the 
graft was accidentally dropped on the floor. It 
was placed in an ordinary instrument sterilizer 
and boiled for five minutes, after which it was 
placed in the prepared bed in the usual manner. 
The subsequent clinical course and x-rays showed 
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Fig. 1-B 
J. W. N. 16799. Post-operative x-ray show- 
ing typical massive onlay bone graft. Suf- 


ficient shortening of the bones to correct de- 
formity. 
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Fig. 2-A 
Ununited fracture of the ulna. 
One and a half years’ 


Mrs. O. H. 12407. 
Dislocation of the radius. 
duration. 


that this graft united to both fragments and be- 
came incorporated into the callus exactly as does 
the usual graft. 


ULTIMATE FATE OF BONE GRAFT 


In ununited fractures, where the ends of the 
fragments are brought together at operation, the 
autogenous bone graft eventually entirely dis- 
appears. It may disappear in one of three 
ways, depending upon the operative conditions. 
The graft may unite to both fragments, become 
incorporated into the callus, and solid union be- 
tween the fragments occurs. In this case the 
graft either becomes completely absorbed along 
with the callus, leaving a shaft which shows lit- 
tle, if any, evidence of the previous fracture, or 
it may become an indistinguishable portion of a 
permanent callus. 

A portion or all of the graft may fail to 
unite to the host bone, in which case it is grad- 
ually absorbed in the same manner as a func- 
tionless transplant into the muscles. 


If the operative wound becomes infected all 
or part of the graft may be extruded as a se- 
questrum. 

Where grafts are used to span a gap in bone, 
Roux’s law holds for the transplanted bone just 
as it does for normal bone. . The graft will unite 
with the adjacent ends of the fragments, undergo 
functional hypertrophy and in children appar- 
ently at times attempt to restore the structure 
of a normal shaft, including a medullary canal. 

There are certain well recognized causes of 
non-union which account for many of our fail- 
ures. Incomplete reduction, with separation of 


the fragments, the interposition of soft parts and 
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the formation of scar tissue between the ends of 
the bones account for many of the cases. 

Henderson and other writers feel that exces- 
sive trauma with devitalization of the soft tis- 
sues and interference with the blood supply to 
the fragments is an important contributing fac- 
tor. 

Repeated manipulations with disturbance in 
callus formation and insufficient immobilization 
are other causes which certainly delay or pre- 
vent union. 

Compound fractures with serious infections, 
often resulting in sequestration and loss of a 
portion of the shaft, are another well recog- 
nized cause. 

The present consensus of opinion is that minor 
infections and syphilis have little, if any, part 
in the causation of non-union. 

There remains a large group of non-unions 
where none of the above causes exist and in 
which we are unable to explain the failure of 
callus formation and union. These are the cases 
where satisfactory reduction has been obtained 
or where there has been little or no displace- 
ment of the fragments and where careful im- 
mobilization has been maintained for more than 
the average period of time, yet the fracture will 
not unite. 

The x-ray shows the ends of the bone in con- 
tact, with at first a very small amount of callus. 
This may later become excessive in amount 
around the ends of the bone, but always with a 
line of non-union between the fragments across 
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Fig. 2-B 
Mrs. O. H. 12407. Result of massive onlay 
bone graft three years later. Solid union in 
ulna with absorption and disappearance of th 
graft. co 
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Fig. 3-A 
WwW. O. M. 15161. Typical non- 
union upper third of femur, one 
year and nine months’ duration. 
Showing cup-shaped excess callus 
on lower fragment with false 
joint between fragments. 


which the callus seems unable to fuse. A false 
joint forms and a sclerosing osteitis develops in 
the ends of the fragments. 


The middle third of the humerus and the junc- 
ture of the lower and middle thirds of both 
bones of the forearm and tibia are the locations 
for the vast majority of such fractures, and it 
is at these points that most of our bone graft op- 
erations for non-union are done. : 


The purpose of the bone graft in such cases 
is first to promote or stimulate osteogenesis; and, 
second, to provide adequate fixation and close 
approximation of the fragments. 

The autogenous graft fixed in position with 
autogenous bone nails is theoretically the ideal 
type of graft and in our experience, from a 
practical standpoint, has given the best results. 

Homogenous grafts, where the blood grouping 
has been carefully checked, have given good re- 
sults in a limited number of cases where satis- 
factory autogenous grafts were not obtainable. 
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Heterogeneous grafts, which include the beef 
bone plates, can act only as slowly absorbable 
foreign bodies, providing fixation. They are 
subject to the disadvantages of any foreign body 
used in bone surgery. They are less resistant 
to infection, more difficult to incorporate into 
the callus, and in many cases they delay or pre- 
vent the formation of callus in the bone adja- 
cent to them. Granting that the cellular ele- 
ments of the autogenous graft undergo necrosis 
and that the undifferentiated framework acts 
only as a scaffold, it cannot be denied that this 
type of graft is much more easily revascularized 
and infiltrated with the new bone-forming ele- 
ments to become a non-irritating part of the cal- 
lus. 

There are many factors in a bone graft op- 
eration aside from the graft itself which have 
an influence on subsequent osteogenesis. Clin- 
ical experience, however, with the various types 
of mechanical fixation in fractures has proved 
beyond all reasonable doubt that the autogenous 
graft acts in some way as a stimulant to new 
bone formation. 

There are four types of autogenous grafts: (1) 
the osteoperiosteal, (2) the intramedullary, (3) 
the inlay graft, and (4) the massive onlay graft. 

The osteoperiosteal graft has been used ex- 
tensively by many operators for all types of non- 














Fig. 3-B 
W. O. M. 15161. Result one year after mas- 
sive bone graft showing solid union in shaft 
of bone and beginning absorption of the graft. 
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Fig. 4-A 
Non-union lower third of hu- 


12559. 


merus, ten 


A. ©. EE. 
duration. 


months’ 
union and excellent results are reported with it. 
It does not provide mechanical fixation and in 
our work its us? has been limited to those cases 
where mechanical fixation was unnecessary or 
as an adjunct to induce union where fixation 
was maintained by means of bone p‘ns or nails. 

The intramedullary graft is chiefly of use in 
maintaining position of the fragments. That its 
location in the medullary canal is probably a 
distinct hindrance to callus formation has been 
convincingly demonstrated by Johnson, who 
proved that the majority of the callus arises 
from this source. The fracture unites in spite 
of the graft rather than because of it. 

The use of the intramedullary graft, then, 
should be limited to fresh fractures or to delayed 
union due to faulty position. 

Inlay grafting is physiologically an ideal pro- 
cedure, because it replaces the bone in its origi- 
nal anatomic relations. However, there are cer- 
tain factors which, in our experience, outweigh 
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this advantage. The graft is removed from one 
of the fragments adjacent to the fracture, where 
in nen-union of long duration there is either 
sclerosing osteitis or osteoporosis. This impairs 
the viability and strength of the graft. 

The size of the graft must necessarily be lim- 
ited by the circumference of the bone from which 
it is remceved and in fractures of the radius and 
ulna it is difficult to obtain a graft of sufficient 
size to give adequate mechanical fixation. Frac- 
ture of the graft during the weak period at about 
the sixth to the eighth week may occur before 
union has become solid. 

At best it has not the same broad area of 
contact with the host bone that is obtained in 
the massive onlay graft. 

The massive onlay graft is free from the above 
objections and has proved its practical worth 
in over one hundred cases in the series herein 
reported. Fixation of the graft to the frag- 
ments by means of autogenous bone nails has 
been the method employed in all of these cases. 
This is unquestionably the best method, but it 

















Fig. 4-B 
A. C. M. 12559. Massive bone 
graft cne year after opera- 
tion showing solid union. 
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Fig. 4-C 
A. C. M. 12559. Same 
case two and a half 
years after operation, 
showing complete in- 
corporation of the 
graft into the callus. 


requires the combined efforts of two well-trained 
operating teams, otherwise the details of the 
technic would so prolong the operative time that 
its relative advantage would be lost. Where 
only one operator is available, fixation by means 
of beef bone screws is the method of choice. 


There are certain fundamental, mechanical 
and surgical principles involved in the grafting 
of bone which must be adhered to if success is 
to be attained. The autogenous graft has po- 
tential life and power of growth, but this via- 
bility can manifest itself only under favorable 
conditions. 

The graft itself must consist of healthy vas- 
cular bone. Atrophic bone affords little mechan- 
ical support, it is easily fractured, and often 
quickly absorbed. Sclerotic bone is brittle and 
is slowly incorporated into the callus because 
of the difficulty in revascularization and infiltra- 
tion by the new bone elements. 
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Restoration of a proper blood supply to the 
bone at the point of fracture is a vital require- 
ment if we are to expect sufficient healthy callus 
to produce union. All scar tissue, which is noto- 
riously poor in blood supply, must be removed 
from between and around the ends of the frag- 
ments. At the same time care must be taken 
to disturb as little as possible the attachment of 
normal periosteum above and below the frac- 
ture. 

The opening of the medullary canal should be 
restored in the end of each fragment to re-estab- 
lish vascular continuity between the fragments 
and promote the formation of endosteal callus. 

When it is possible to do so without causing 
too much shortening, the eburnated sclerotic 
bone on the fragment ends should be removed 
back to healthy bone. 

A good broad raw-bony bed should be pre- 
pared on each fragment to receive the graft, af- 
fording wide areas of bony contact. Firm me- 
chanical fixation of the graft to the bed is de- 
siravle so that no movement will deter vascu- 
larization of the graft and union. 

The graft should not be fixed in place under 
bowing tension or stress. Experience has shown 
that when this mechanical principle is disre- 
garded there will usually occur either a frac- 
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Fig. 5-A 
A. J. D. 15324. Massive bone graft in com- 
pound gunshot fracture. Mild flare-up of in- 
fection. 
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Fig. 5-B 
A. J. D. 15324. Same case one and a half 
years later, showing preservation of the graft 


in spite of the infection with solid union. 


ture of the graft at the point of greatest strain, 
the line of the fracture, or the graft will become 
separated from one of the fragments. 


The graft should not be made to bridge a 
gap between the bone ends unless necessity de- 
mands it. In fractures of the tibia where there 
has been a loss of bone, the ends are often held 
apart by the rigid fibula. Under such condi- 
tions it is better to fracture the fibula, short- 
ening it by overlapping and allowing the ends of 
the tibia to come into contact. 

Scar tissue in the skin overlying the bone at 
the site of fracture should be removed by a 
preliminary plastic operation and healthy skin 
should be shifted over to replace it. The via- 
bility of the scar tissue is so poor that the 
slightest disturbance in its blood supply will 
cause it to slough, exposing the site of opera- 
tion with resultant infection and loss of the 
graft. 

The essential stimulus for the formation of 
new bone from living bone is the restoration 
of structural continuity so that the stress of 
external force may act on the shaft of the bone 
and on the graft, otherwise absorption of the 
graft and failure of callus formation from the 
ends of the fragments will occur. Deformity 
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should be so corrected that the lines of stress 
fall properly on the site of fracture, complying 
with Wolff’s law of bone regeneration. 


Wilhelm Roux’s law holds for transplanted 
bone just as for normal bone. In the ordinary 
ununited fracture, when union occurs and the 
continuity of the shaft is re-established, the ne- 
cessity for function in the graft ceases and it 
eventually undergoes atrophy and absorption in 
exactly the same manner as does callus. If, 
however, the graft bridges a gap in the bone, it 
has a definite function to perform. The sur- 
viving cells of the graft and those of the new 
bone which have infiltrated it live and hyper- 
trophy and endeavor to reproduce the original 
bone, both as to its size and structural charac- 
teristics. 

Resumption of function in an extremity ma- 
terially hastens and aids in the solidification of 
the callus and the production of the final solid 
union. It is desirable, then, to begin use of 
the extremity as soon as it can safely be done. 
We should remember, however, that all grafts 
undergo a primary period of absorption and that 
this weak period reaches its height at about the 
sixth to the eighth week. The union of the 
shaft has not yet become solid and the main 
stress is still borne by the graft. Protection of 
the part by means of a brace which prevents 
undue strain on the fracture, yet allows a cer- 
tain amount of function, is the proper procedure 
until union has become completely solid. 

















Seas He 
Fig. 6-A 
S. A. 15366. Typical congenital fracture of 
tibia. Age one and a half years. Deformity 


and non-unicn of tibia with defect in fibula, 
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Fig. 6-B 
. div 5366. Massive homogenous graft from 
the mother. 
RESULTS IN ONE HUNDRED AND TWENTY BONE 


GRAFTS FOR NON-UNION IN THE SHAFT 
OF THE LONG BONES 


About ten years ago, following the work of 
Henderson and others, the massive onlay bone 
graft received general recognition. We began 
its use in 1921 and the results were so satis- 
factory that it was soon adopted as the routine 
tvpe of graft for all non-unions in the shaft 
of the long bones. Since that time we have 
done 120 bone grafts for non-unions or unions 
so delayed that non-union was to be expected. 
This does not include fractures of the neck of 
the femur, which present a different problem. 

Of the 120 grafts, 98 were of the massive 
onlay type; 14 were intramedullary and were 
used in cases where we felt the delayed union 
was due to improper reduction. There were six 
osteopericsteal and two inlay grafts. 

Location of Grafts——The location of the grafts 
corresponded well with the accepted places where 
non-unions are most common. The following ta- 
ble gives the distribution: 


Forearm: 


Radius and uina 25 
tadius alone ‘ ‘ 8 
Ulina alone 3 
Total . : 35 
Tibia: 
Middle third sie: ae 
Lower third . a 12 


Total : sists ae 
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Humerus: 
Upper third 


Middle third 16 
Lower third 9 
Total : . 28 
Femur: 
Upper third 6 
Middle third 11 
Lower third ; we 5 
Total 22 
Clavicle + 
Total grafts erence 120 
The period of non-union varied from four 


months to 20 years. Six months is usually taken 
as the dividing line between delayed union and 
non-unions, but this is obviously incorrect in 
many cases. Some cases where the fragments 
are separated are still delayed unions at eight 
or ten months. It is proved that in many of 
these union will take place if the bone ends are 
brought together and held in proper apposition. 
On the other hand, we have those very difficult 
cases where proper reduction has been secured 
at the time of the acute fracture, and this po- 
sition has been maintained for three or four 
months. At the end of this time there is still 
free motion between the fragments and the x-ray 
does not show any attempt at callus formation. 
We know that these cases are not going to 
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S. A. 15366. Same case four years later, show- 
ing union of fracture, restoration of medul- 
lary canal and complete disappearance of the 
graft. A normal functional leg with one- 
half inch shortening. 
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unite, regardless of how long they are kept im- 
mobilized. 

Several cases of this type are included in the 
non-unions of this series. The vast majority, 
however, were well over the six months’ limit and 
there could be no doubt that a definite non- 
union existed. 

Fracture of the graft, not accompanied by in- 
fection, is regarded as evidence that union has 
failed to take place between the fragments. 
This fracture practically always occurs at the 
point of greatest strain, that is, the fracture 
line. We cannot expect the graft to hold the 
fragments indefinitely. Permanent union must 
take place between the fragments themselves and 
unless this occurs, the graft must eventually be- 
come weakened by absorption and fracture. An 
exception to this is where the graft is used to 
span a gap and undergoes functional hyper- 
trophy, according to Roux’s law. Fractures in 
such grafts caused by undue strain will unite 
in much the same manner as normal bone. 

Grafts in Fractures Previously Compound.— 
In compound fractures where there is little or 
no infection at the time of the acute fracture, 
exactly the same results may be expected from 
grafts as in simple fractures. 

Where, however, there has been a severe pre- 
vious infection, often with considerable result- 
ant scar tissue, great care must be used in se- 
lecting the proper time for a graft and the prog- 
nosis must be guarded. Flare-ups in the infec- 
tion with loss of the graft and failure to obtain 
union are not uncommon. No definite time 
limit can be fixed as to when the danger of re- 
infection has passed. Bacteria may lie dormant 
in bone for years and light up into renewed ac- 
tivity following the trauma of an operation. We 
have set as a minimum time for operation upon 
these, one year after all evidence of infection 
has disappeared. 

In two cases of this series, both operated upon 
two and one-half years after all signs of infec- 
tion had disappeared, severe re-infection with 
failure to unite occurred. 

Much can be done to prevent such failure by 
removing all adherent scar tissue in the adjacent 
skin by a preliminary plastic operation. This 
serves the double purpose of preventing a 


slough of the scar following the graft, and of 
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generally stirring up any latent infection that 
may be present. 

There were eleven cases in this series where 
definite previous infection had been present. 
Of these, seven obtained solid union without re- 
lighting the infection. In four re-infection oc- 
curred, two obtained union and two were com- 
plete failures. 

Results of Operative Infection in Previously 
Clean Cases.—There is no class of surgery where 
rigid asepsis is more essential to success than 


in bone grafts for ununited fractures. Even 
with the most painstaking technic a_ certain 


number of infections, usually of a mild degree, 
will occur. 

In this series there were 109 presumably clean 
cases. Some had been operated upon previously, 
but there was no history of infection. 

Nineteen, or approximately 17 per cent, of 
these developed some infection following the op- 
eration. None of the infections were severe. 
Some were possibly not primarily infected, re- 
maining perfectly clean for ten days or two 
weeks and then there appeared a small amount 
of drainage from the wound, probably the result 
of sloughing scar tissue. Secondary infections 
then developed in the sinus. 

Of these 19 cases, eight obtained union with 
preservation of the graft. In eleven, part or all 
of the graft was lost as a sequestrum, but of this 
group seven went on to solid union in spite of 
the loss of the graft. It is possible that in these 
cases the infection itself, with the resultant in- 
creased blood supply, may have favorably in- 
fluenced the formation of callus between the 
fragments. 

In four of the 19 operative infections, the 
graft was lost and union failed to take place. 

Summary of Failures——In the 120 cases, in- 
cluding all groups, there were nine failures, or 
7.5 per cent. Two of these were in congenital 





Type Zone Probable Cause 
Radius 2 i pier teed 
. Femur 1 | Operative Infection 3 
Clean Cases) Tipia, 1 Ratians of Catics 4 
Clavicle 1 
Compound aay : Relighting Infection 2 
sapencindaaaen Se 
‘ | oe. Operative Infection 1 
Congenital Tibia 9 Failure of Callus 1 
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fractures of the tibia which are notoriously dif- 
ficult. The table on the preceding page gives a 
summary of the failures and the probable cause. 


Summary of Successful Cases—Solid union 
was obtained in one hundred and eleven, or 92.5 
per cent, of the series. Included in this group 
is one of the few cases of a congenital fracture 
of the tibia in which union was restored and a 
normal functional limb obtained. 

The fracture was detected when the child was one 
year old. The x-ray showed typical congenital fracture of 
the tibia with a defect in the fibula. Operation was done 
when the child was two years old. A massive homo- 
genous onlay graft was taken from the mother. There 
was solid union of the tibial shaft with reformation of 
the medullary canal. The child was followed for four 
years and found to have a normal leg, except for one- 
half inch shortening. 


CONCLUSIONS 


(1) Experimental work on bone grafting has 
given us very little that is of definite value. We 
must draw our conclusions regarding the efficacy 
of the various types of grafts from the practical 
experience gained through the operative treat- 
ment of the cases. 

(2) It is probable that the cellular elements 
of the bone graft undergo necrosis and that the 
undifferentiated framework is revascularized and 
incorporated into the callus as an integral part 
of it, and as such is subject to the same laws 
that regulate the fate of normal callus. 

(3) The purpose of the bone graft is to stim- 
ulate osteogenesis and to provide adequate fix- 
ation and close approximation of the fragments. 

(4) For definite non-union in the shaft of 
the long bones, the autogenous graft of the mas- 
sive onlay type, fixed with autogenous bone nails 
is the ideal operative procedure. 

(5) There are certain fundamental, surgical 
and mechanical principles in bone grafting which 
must be adhered to if success is to be attained. 

(6) Union frequently occurs following bone 
grafts for non-unions in fractures in spite of in- 
fection and loss of the graft. 

(7) Successful results from the autogenous 
massive onlay graft may be expected in approxi- 
mately 90 per cent of non-unions in the shafts 
of the long bones. 


869 Madison Avenue. 
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SODIUM BISMUTH TARTRATE IN SYPH- 
ILIS: REPORT OF SIX CASES* 


By D. C. Smitu, M.D., 
and 
J. W. Baxer, M.D., 
University, Va. 


Bismuth in a variety of forms has been used 
as an anti-syphilitic drug since the work of Saze- 
rac and Levaditi, reported in 1921 and 1922. 
Balzer,’ in 1889, seems to have been the first 
to anticipate the use of this metal in the treat- 
ment of syphilis, but finding its administration 
to dogs complicated by severe stomatitis and 
enteritis, he did not apply it to human syphi- 
lis. Sauton and Robert,? in 1916, found bis- 
muth to have a spirocheticidal action, but the 
World War terminated this study. Sazerac and 
Levaditi,* working with rabbit syphilis in 1921, 
demonstrated the treponemicidal action of so- 
dium and potassium tartrobismuthate and in the 
same year were the first to use it in the treat- 
ment of syphilis,‘ reporting favorable results in 
five cases so treated. Since this beginning a 
great amount of work has been reported and 
bismuth seems to have earned a_ permanent 
place among the anti-syphilitic drugs. | Most 
authorities now agree as to its value in cases 
in which arsphenamine and mercury are contra- 
indicated, and in cases that are Wassermann- 
fast to arsenicals. 

A number of objections have developed to the 
use of oily and aqueous suspensions. The rate 
of absorption cannot be controlled or known. 
In some patients it is much slower than in others 
and in the same patient sometimes slow absorp- 
tion takes place first and then from a too great 
number of deposits excessive absorption takes 
place. Embolism of more or less serious char- 
acter can result. Oil tumors and encapsulated 
masses may follow. The original workers expe- 
rimented with bismuth compounds in aqueous 
solutions, but on account of their toxicity and 
the severe local reactions abandoned them in 
favor of the oily suspensions. 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-Third Annual 
Meeting, Miami, Florida, November 19-22, 1929. 

*From the Department of Dermatology and Syphi- 
lology, ini 


University of Virginia. 
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The purpose of this paper is to report the 
results of dark field examinations and the im- 
mediate clinical course of six cases of syphilis 
treated initially with intramuscular injections of 
sodium bismuth tartrate, a preparation recently 
described by Koker.® It has the advantage of 
being rapidly and regularly absorbed; it is sta- 
ble in aczeous solution and its use is not fol- 
lowed by untoward reactions such as sore hips 
and toxic manifestations. The other bismuth 
tartrate preparations in use are either bi-bismuth 
or tri-bismuth salts, and according to the report 
of Warren® they vary widely in bismuth con- 
tent. Kober,® in describing the compound, 
claims it to be a tetra-bismuth salt, containing 
four atoms of bismuth to the molecule. _ Be- 
cause of this it has a high percentage of bis- 
muth, that is 76.4 per cent. Yoe,’ after an ana- 
lytical chemical study of the compound, con- 
cludes that the “. indications are that the 
compound is a sodium tetra-bismuth tartrate.” 


CASE REPORTS 
. 


The cases herein reported include four of the 
early cutaneous variety, one case with a chancre 
and one with a chronic leg ulcer. Sodium bis- 
muth tartrate was administered in 0.03 gram 
doses dissolved in 2.0 c. c. solution at intervals 
varying from one to two days until definite 
clinical improvement had been demonstrated 
and the dark field had become negative. Fur- 
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ther study was not attempted, the cases at the 
end of that time being started on the routine 
anti-syphilitic therapy. Dark fields were ex- 
amined every twenty-four hours during the ad- 
ministration. 


In all cases there was demonstrable clinical 
improvement and in the four dark field cases no 
treponemata were found on an average of 
twenty-four hours after the fourth injection. 
With the exception of the case receiving four- 
teen injections within a period of twenty days, 
who developed a gingival blue line unassociated 
with foul breath or other symptoms, no toxic 
effects were observed. Sore hips were com- 
plained of by two patients, but not to the de- 
gree frequently noticed in the administration 
of bismuth suspensions, and in no case was 
there local induration or redness. 

Case 1A colored girl, 18 years of age, had exten- 
sive condylomatous lesions about the genitalia of nine 
weeks’ duration (Fig. 1). Dark field examination was 
positive. The serum Wassermann was strongly posi- 
tive. Physical and laboratory examinations otherwise 
were essentially negative. Twelve injections of sodium 
bismuth tartrate, the first seven at daily intervals, the 
remaining at two-day intervals, were given. The dark 
field became negative twenty-four hours after the sixth 
injection and remained negative throughout the period 
of observation. Clinically the lesions had become 
cleaner and dryer by the third day and they subse- 
quently disappeared, as shown by the photograph taken 
the twenty-second day (Fig. 2). 
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Case 11.—A colored girl, 10 years ef age, had multi- 
ple condylomata about the vulva of two weeks’ dura- 
tion (Fig. 3). The dark field was positive, and the 
serum Wassermann strongly positive. Physical and 
laboratory examinations otherwise were essentially neg- 
ative. Eleven injections of sodium bismuth tartrate 
at daily intervals were given. The dark field was neg- 
ative twenty-four hours after the second injection, and 
rapid clinical improvement followed, as shown in the 
photograph (Fig. +) taken on the twelfth day. 
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Case I111—A colored girl, 23 years of age, had multi- 
ple condylomata about the genitalia following an indu- 
rated genital sore. The dark field was positive, and 
the serum Wassermann strongly positive. Physical and 
laboratory examinations otherwise were essentially neg- 
ative. Five daily injections ef sodium bismuth tartrate 
were given. The dark field became negative and so 
persisted twenty-four hours after the third injection, 
while clinically the lesions had become dry and defi- 
nitely reduced in thickness by the fifth day. 








Case IV.—A white man, 21 years of age, had a gen- 
eralized maculo-papular eruption of three weeks’ dura- 
tion (Fig. 5) following an indolent indurated genital 
ulcer. The serum Wassermann was strongly positive. 
Fourteen injections of sodium bismuth tartrate were 
given at daily intervals. After five injecticns the le- 








sions about the neck had entirely disappeared and much 
of the induration had left the papules over the body. 
By the eleventh day the face had become entirely 
clear and by the fifteenth day the body lesions were 
reduced in size and consisted chiefly of pigmented traces 
(Fig. 6). 
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Case V—A white man 32 years of age had an indu- 
rated ulcer on the frenulum and a phimotic edematous 
prepuce. The dark field was positive and the serum 
Wassermann was strongly positive. Eleven injections 
of sodium bismuth tartrate were given at daily inter- 
vals. The dark field was negative on the fifth day. 
On the eleventh day practically all the edema had left 
the prepuce and the ulcer was healing. 
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cases of syphilis with cutaneous manifestations. 
The toxicity and reactions following intramus- 
cular injections are minimal. The indications 
are that this preparation is treponemicidal and 
has a curative effect. 
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COMMENT DISCUSSION (Abstract) 
Dr. Earl D. Crutchfield, San Antonio, Tex—I ap- 


Bismuth has properties which make it useful 
as an additional remedy in the treatment of 
syphilis. 

There are objections to the use of insoluble 
suspensions of bismuth. 

Sodium bismuth tartrate, as prepared by Ko- 
ber, is a stable water-soluble compound with a 
high content of bismuth. It probably has four 
atoms of bismuth to the molecule. 


SUMMARY 


The immediate results are reported of the 
treatment with sodium bismuth tartrate of six 


preciate the work in these six cases, because I have my- 
self been at somewhat of a evaluate the real 
place of such preparations as Dr. Smith has used in 
the treatment of syphilis. We use bismuth in any of 
its forms very little, because I have felt that it was a 
drug that had probably been exploited somewhat and 
something that we had taken up without serious con- 


loss to 


sideration. But we are coming to realize that it has 
a real place. 
Dr. H. M. Robinson, Baltimore, Md.—We have a 


rather large clinic of poor working people, and I am 
unfortunate enough to have among my private clien- 
tele also a few patients in reduced circumstances. We 
feel that it is impossible, and, in fact, undesirable, to 
require such patients to come for daily injections of 
bismuth. What does Dr. Smith do with his patient 
after he has given his course of daily bismuth injec- 
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Case 11—A colored girl, 10 years of age, had multi- 
ple condylomata about the vulva of two weeks’ dura- 
tion (Fig. 3). The dark field was positive, and the 
serum Wassermann strongly positive. Physical and 
laboratory examinations otherwise were essentially neg- 
ative. Eleven injections of sodium bismuth tartrate 
at daily intervals were given. The dark field was neg- 
ative twenty-four hours after the second injection, and 
rapid clinical improvement followed, as shown in the 
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Case 111.—A colored girl, 23 years of age, had multi- 
ple condylomata about the genitalia following an indu- 
rated genital The dark field was positive, and 
the serum Wassermann strongly positive. Physical and 
laboratory examinations otherwise were essentially neg- 
ative. Five daily injections ef sodium bismuth tartrate 
were given. The dark field became negative and so 
persisted twenty-four hours after the third injection, 
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nitely reduced in thickness by the fifth day. 
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Bismuth has properties which make it useful 
as an additional remedy in the treatment of 
syphilis. 

There are objections to the use of insoluble 
suspensions of bismuth. 

Sodium bismuth tartrate, as prepared by Ko- 
ber, is a stable water-soluble compound with a 
high content of bismuth. It probably has four 
atoms of bismuth to the molecule. 


SUMMARY 


The immediate results are reported of the 
treatment with sodium bismuth tartrate of six 


preciate the work in these six cases, because I have my- 
self been at somewhat of a loss to evaluate the real 
place of such preparations as Dr. Smith has used in 
the treatment of syphilis. We use bismuth in any of 
its forms very little, because I have felt that it was a 
drug that had probably been exploited somewhat and 
something that we had taken up without serious con- 


sideration. But we are coming to realize that it has 
real place. 
Dr. H. M. Robinson, Baltimore, Md—We have a 


rather large clinic of poor working people, and I am 
unfortunate enough to have among my private clien- 
tele also a few patients in reduced circumstances. We 
feel that it is impossible, and, in fact, undesirable, to 
require such patients to come for daily injections of 
bismuth. What does Dr. Smith do with his patient 
after he has given his course of daily bismuth injec- 
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tions? Does he follow this with an arsphenamine se- 
ries, and then again another course of daily bismuth 
injections ? 

We have used bismuth intramuscularly since its in- 
troduction in the treatment of syphilis. We tried vari- 
ous preparations, at first “trepol’’ and bismuth oleate, 
at present bismuth salicylate in oil; and we found the 
same therapeutic result with all of these preparations. 
Intramuscular injections of bismuth salicylate are given, 
in our practice, once weekly with results comparable 
to any other method of bismuth therapy. We have 
not found pain to be an important feature except with 
trepol. We have tried preparations containing mer- 
cury, arsenic or bismuth, recommended for the treat- 
ment of syphilis, for example: mercurosal, flumerin and 
bichloridol; and though all showed some spirochetocidal 
power in healing lesions, yet the permanent results were 
disappointing. Mercurosal, moreover, proved to be dan- 
gerous in a few instances. 

I feel that I could not give a bismuth preparation 
requiring daily injections unless the results obtained 
were far superior to those with any other anti-syphi- 
litic drug. 


Dr. Thomas W. Murrell, Richmond, YVa.—This paper 
brings up a rather important phase of practice, that 
is, the relationship of the physician to the honest and 
ethical manufacturing house. It would be more or less 
natural for a dermatologist, for instance, to feel a 
sympathetic attitude towards products that emanated 
from the dermatological research laboratories because 
of the associations with the men who founded that 
organization. We also have detail men coming to us, 
thoroughly convinced, thoroughly honest, from such 
houses as Eli Lilly, Parke-Davis, and, in the main, those 
men are honest detail men, bringing a product which 
they say is good and representing a house whose char- 
acter is unimpeachable. Are you going to use bismuth 
salicylate from Parke-Davis, bismuth sodium tar- 
trate from the Dermatological Research Laboratories, 
are you going to use the metallic bismuth and aqueous 
suspension from Eli Lilly, or this product which has 
been popularized by Searle? It is a hard problem to 
decide. And the problem which causes the patient 
most pain is of most clinical importance. In our clinics 
the social workers have told me that they could not 
get certain patients back because of the painful nodules 
that were developing. That may be due to a faulty 
technic. Now, I have talked to some of my patients 
and their speeches would lead one to conclude that 
the bismuth potassium tartrate of the Dermatological 
Research Laboratories is the most painful of all of them. 
I had a syphilitic phobia patient; he would make you 
treat him whether you wanted to or not. I used neo- 
arsphenamine and I asked him if it was not very 
painful, and he said yes, but not particularly painful 
after the fifth injection. But, he said, this metallic 


suspension .is the most painful of all, more painful than 
the bismuth product manufactured by Burroughs-Well- 
come and Eli Lilly. 

From personal experience I know that the product 
that Dr. Smith has used is very much less painful. We 
do not wish to sacrifice the ultimate good of the pa- 
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tient on that one factor. It would certainly be a mat- 
ter of importance to physicians if some association such 
as the American Medical would take up the recom- 
mendation of these bismuth products. 


Dr. J. C. Michael, Houston, Tex—A year or so ago 
there appeared an article in a German journal by En- 
glehardt on the pharmacology of bismuth compounds. 
One of his conclusions was that a water soluble bismuth 
compound would be the best preparation to use were 
it available, but there was none in Germany at that 
time that was not too painful for use. It was sug- 
gested that chemists work upon the preparation of a 
satisfactory water soluble bismuth. 

When bismuth sodium tartrate became available, I 
was interested in using it because of this suggestion. 
In a few cases I have used it with satisfactory clinical 
results, so far as my impressions go. No untoward ef- 
fects were noted. The drug seems to deserve further 
clinical trial. 

Dr. P. A. Kober, Chicago, Ill—When we began to 
work on a bismuth preparation we did not know that 
the absorption from injected oily suspensions was slow. 
We concluded it must be slow from biochemical con- 
siderations, especially from the fact that normal mus- 
cle tissue does not split fats. We, therefore, synthe- 
tized bismuth sodium tartrate, an aqueous solution of 
bismuth, which is promptly absorbed. Later, through 
the work of Beinhauer, Cole and others, and Sollmann 
and others, the slow and irregular absorption of all 
suspensions was definitely established. The question of 
dosage has been raised. The present dosage introduces 
from three to four times the amount of bismuth per 
day that can possibly be absorbed from suspended 
preparations. Engelhardt, in Germany, and a number 
of investigators in this Country concluded that 25 milli- 
grams of bismuth was all one could safely inject per 
day. We are using 22 milligrams as a dose. Factors 
that must be considered in determining the dosage are 
the rate and amount excreted and the amount fixed or 
retained by the body tissues and fluids. Hanzlik and 
others showed that 46 per cent of the bismuth of in- 
jected bismuth sodium tartrate was excreted in 13 
days and that the other 50-odd per cent was retained 
and excreted so slowly as to escape a sensitive colori- 
metric method. From this we can see that even with 
one dose per week we are rapidly storing bismuth in 
the body. Clinical reports also show that one injection 
a week not only is capable of producing clinical im- 
provement, but also a serological reversal after a num- 
ber of courses. 


Dr. Smith (closing).—I realize that this paper was 
based upon a very small number of cases and thus final 
conclusions as to the therapeutic value of this drug 
cannot be stated. A few years ago it was decided to 
add bismuth to the routine treatment of syphilis in 
our Clinic. This was the stimulus for determining 
whether or not this drug was treponemicidal and had 
immediate curative properties. 

In regard to Dr. Robinson’s inquiry, the routine is 
now not to give’ daily injections, as was done when no 
other drugs were given, but weekly at the time of ars- 
phenamine injections. Frequent urinalyses have not 
shown kidney irritation. 
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FURTHER EXPERIENCE WITH A NEW 
METHOD FOR MEASURING INTRA- 
NASAL DISTANCE TO THE 
SPHENOID SINUS* 


By Homer Dupuy, A.M., M.D.,+ 
New Orleans, La. 


Surgery of the sphenoid sinus is unquestion- 
ably attended by risks to the patient. Only the 
fool-hardy could rush into this danger zone 
“where angels might fear to tread.” The whole 
truth is not yet known as to the fatalities follow- 
ing sphenoid surgery. They are not being record- 
ed, but they are tragic sequels just the same. We 
know of several deaths in our own city, the di- 
rect result of sphenoidectomy. The Journal of 
the American Medical Association of this year 
head-lines the death of a prominent New York 
oculist. “Following sphenoidectomy”’ is the obit- 
uary record. The crux of the question is that 
too many of us mistake our _postero-superior 
wall of the sphenoid sinus, which is anatomically 
the floor of the sella turcica, for the sphenoid an- 
terior wall. During the preliminary turbinec- 
tomy we instrumentally, yet inadvertently, 
break through the thin anterior sphenoid wall. 
The experienced eye may differentiate the sella 
floor from other landmarks. Pre-operative nasal 
measurements give very reliable data to guide 
us during operative procedures on this sinus. 
With such an objective I devised, with the as- 
sistance of Dr. Amedee Granger, radiologist of 
our Charity Hospital, a method (Fig. 1) which is 
essentially that of x-raying a perfect lateral view 
of the skull. A straight line is then drawn from 
the tip of the anterior superior nasal spine 
through the anterior sphenoid wall to the floor 
of the sella turcica, the distance is measured 
to the anterior sphenoid wall and to the sella 
floor. Since my first contributiont on this 
method we have carried on further research work. 
A series of 111 subjects form the basis of this 
second contribution. They all presented chronic 
sphenoiditis and surgery was applied to all. 
Pre-operative measurements by my method gave 
these results: (a) 75 subjects measured 6 cm. 
with 2-9 mm. over from nasal tip to anterior 





*Read in Section on Ophthalmology and Otolaryngol- 
ogy, Southern Medical Association, Twenty-Third An- 
nual Meeting, Miami, Florida, November 19-22, 1929. 

*From the Departments of Otolaryngology and Ra- 
diology, Charity Hospital. 


+Senior Visiting Surgeon, Department of Otolaryn- 


gology, Charity Hospital. 
Homer: 
to Sphenoid Sinus. 
1927), p. 


New Method for Measuring Intra- 
Sou. Med. Jour., 


tDupuy, 
nasal Distance 
Vol. XX, No. 7 536. 


(July 


SOUTHERN MEDICAL JOURNAL 


193 








Fig. 1 


sphenoid wall; (b) 17 were 5 cm., 2-9 mm. over; 
(c) 15 were 7 cm., 1-8 mm. over; (d) three 
gave 8 cm., 5-8 mm. over. Noteworthy is the 
fact that the majority measured 6 cm., 2-9 mm. 
over. This proves we cannot safely accept the 
too standardized text book measurements of 7-8 
cm. as an average intranasal distance to the 
sphenoid wall. Moreover, the differences in this 
distance registered as high as 3 cm. 

These measurements further give us, with a 
great degree of accuracy, the distance from the 
anterior sphenoid wall to the floor of the sella. 
The latter is the danger zone which should be 
a “touch-me-not” in sphenoid surgery per se. 
And this distance from anterior wall to sella 
floor also varies from 1-3 cm. These measure- 
ments by the x-ray method were checked up 
with graduated instruments at the time of op- 


eration. In a few instances they erred by only 
2-4 mm. This seems a high degree of accuracy 


when we realize that the all-important anterior 
wall may be distant 5-8 cm. from the nasal tip. 

The success of this method depends largely 
upon the individual radiologist who must fur- 
nish a technically near-perfect lateral x-ray of 
the skull. And this can be, is being, done. What 
is a perfect lateral? Dr. Amedee Granger an- 
swers this in the Journal of the American Medi- 
cal Association, October 20, 1923: 

“A perfect lateral view of the skull is one wherein 
the outline of the sella is perfect, and the curved lines 
formed by the greater wings of the sphenoid are sep- 
arated from each other by not more than 2-4 mm. 
The greater wings of the sphenoid are normally in line 
with the anterior wall of the sphenoid sinus. The 
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lateral view of the head is made at a target plate dis- 
tance of 6 feet, taking great care that the side of the 
head is held correctly against the casette.” 

This is the Granger technic as applied in the 
Charity Hospital. 

In conclusion, we wish to (1) this 
method, dependent upon a skilled radiologist, 
is a distinct advance over the haphazard groping 
Nothing, however, is fool- 


stress: 


usually practised. 
proof, not even these measurements. 

(2) If every sphenoid sinus operator could 
recognize the anterior sphenoid wall, thereby 
rendering impossible the fatal mistake of punc- 
turing the floor of the sella, there would be no 
need of protective x-ray measurement. Fig. 2 





shows a hospital assistant mistaking the sella 
floor for the sphenoid anterior wall. X-raying 
this patient with a graduated probe within the 
nasal cavity emphasized the need of more accu- 
rate knowledge as to the distance of both the 
anterior wall and floor of the sella turcica from 
our important surgical landmark, the nasal 
spine. 

(3) The line from the tip of the nasal spine 
to the floor of the sella turcica and to the ante- 
rior wall of the sphenoid is at an angle of nearly 
45 degrees. Our surgery is directed along such 
a line. Only by observing this angle of direc- 
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tion in our technic can we be helped by these 
measurements. 

(4) Our x-ray picture will, moreover, show 
whether the nasal spine is short or long, thus 
assisting in locating by touch this, our proxi- 
mate point in the measurement. 

(5) The general contour of the head, a short 
antero-posterior diameter, brachycephalic type, 
or a long antero-posterior diameter, dolicho- 
cephalic type, both gave us practically the same 
distance to the anterior sphenoid wall. No re- 
liance can be placed, therefore, on the mere ana- 
tomical dimensions of the skull. 

(6) Fig. 3 illustrates the pocsible dangers of 
injecting lipiodol into the sphenoid sinus. <A 





fissure in the floor of the sella, the roof of the 
sinus, may have furnished entrance to the lipi- 
odol globules, especially if they were injected 
Or the sella floor may have 
been punctured. No fatality followed this extra- 
ordinary sequel. The globules evidently entered 
the subarachnoid space. 


with some force. 


I wish to acknowledge the invaluable cooperation of 
my associates in the Charity Hospital, Dr. J. R. Fer- 
nandez, Dr. Spencer McNair, Dr. Chas. Wood, Dr. D. 
Martin, Dr. Hyder Brewster, Dr. E. W. Brown, X-Ray 
Department, and Joseph Dubroc, Technician, X-Ray 
Department. 
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DISCUSSION 
Dr. B. L. Whitten, Miami, Fla—Aiter going over the 
literature of this subject carefully, I found nothing that 
could compete with the method Dr. Dupuy had shown 
for measuring the distance to the anterior sphenoid 
cavity. I think the only way one can possibly do this 
is to take every case to the x-ray before any operation 
around the sphenoid. 


(Abstract) 


The distance, of course, would vary according to the 
shape of the skull, whether the patient has a long face 
or a short face. Each one should be measured _indi- 
vidually, and that can be done only by the x-ray. 
Many persons are operated upon without ever having 
the distance measured. 


Dr. F. B. Blackmar, Columbus, Ga.—In the sphenoids 
in which there are divisions separating the anterior and 
posterior compartments, what information does the 
measurement give you? I have had some experience 
with this measurement some time ago. I opened a 
large posterior ethmoid cell, believing it to be the sphe- 
noid. Later an x-ray showed that the sphenoid had 
not been opened. It was necessary to go back and 
open it. I had not touched the sphenoid at all, where 
the disease was really situated. 


Dr. Dunbar Roy, Atlanta, Ga—For the last few 
years I have found, with one exception, the external 
operation best, where you go through the ethmoid and 
into the sphenoid. If you are going to do a sphenoid- 
ectomy I think you should always know something 
about the measurements, but why do that when you 
can have absolutely clear vision by using the small 
Holmes nasal pharyngoscope? In other words, unless 
one side is absolutely closed I always use it. You can 
put a Holmes nasal pharyngoscope in one side and go 
in on the other side and see just where you are working 
and what you are going to do without any measure- 
ments and without any blind conditions existing. It 
has been valuable to me, but I do not know whether 
many men use the Holmes nasal pharyngoscope in cases 
of that kind. The pharyngoscope recently made has a 
tube of much larger caliber, but the small nasal pharyn- 
goscope originally devised by Holmes of Boston is the 
one I have and I use it daily in ascertaining the con- 
ditions in the nasopharynx. If you have not used it, 
try it. 

Dr. Dupuy (closing).—Again I emphasize that the 
type of skull, large or small, dolichocephalic or brachi- 
cephalic, does not apparently affect the distance from 
nasal spine to anterior sphenoid wall. Dr. Blackmar 
referred to the possible proximity of a large posterior 
ethmoid cell. While a lateral view of the skull does 
not show disease, it does give information as to the 
presence of such a cell impinging on a part of the 
anterior sphenoid wall. I do not believe it ever com- 
pletely fronts this wall. My x-ray measurements would 
certainly assist in our orientation in such a variation 
The Holmes pharyngoscope in my limited experience 
has not vielded me the results Dr. Roy claims. How- 
ever, I will try it again. 

My contribution may lead the way to a better method 
of measuring this all-important distance. At least I 
have sounded the note of alarm, which calls for more 
protection to the patient in sphenoid surgery. We must 
not perforate the sella turcica floor, thinking it the an- 
terior sphenoidal wall. We must have !ess blind grop- 
ing and more accurate measurements. 
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PULMONARY NEOPLASMS FROM 
SURGICAL VIEWPOINT* 


THE 


By J. W. Snyper, M.D., 
Miami, Fla. 


Neoplasms within the thoracic cavity are so 
commonly dismissed as hopeless that I have 
thought it well briefly to review the present 
status of the subject with the object of noting 
certain definite surgical possibilities. 

Metastatic pulmonary lesions are frequently 
secondary to malignancies elsewhere in the body 
and are often symptomless until late in the 
course of the disease. They are rarely to be 
found by clinical methods, although they are 
readily demonstrated by roentgenology. Pain, 
cough, dyspnea or hemorrhage may bring the 
possibility of a pulmonary metastatic lesion into 
consideration. More important than the fore- 
going, however, is an active suspicion of such a 
possibility in the presence of an unexplained 
cachexia. On roentgenological examination, the 
lesions tend to be spherical and discreet and 
rather sharply outlined from the surrounding 
lung tissue. The metastases in growing do not 
deeply invade the parenchyma of the lung, but 
push it in front of them with the result that 
the tumor behaves like an embedded foreign 
body, and unless the growths are numerous, no 
pulmonary symptoms arise. Pulmonary meta- 
stases may also appear as disseminated miliary 
lesions in which the resemblance to tuberculosis 
or pneumoncconiosis is so close that differen- 
tiation is difficult. The tracheo-bronchial lymph 
nodes may be the first involved, or as in carci- 
noma of the breast the malignancy may affect 
the pleura and the entire lung field may be- 
come obscured by the thickening of the pleura 
or by an effusion secondary to it. 

As the metastatic pulmonary growth is but 
part of a general systemic invasion, no thought 
of cure can be entertained, but certain compli- 
cations may arise which require surgical meas- 
ures for alleviation of suffering and discom- 
fort. A pleural effusion may require aspiration 
or the growth may necrose, become infected and 
undergo suppuration, necessitating drainage. 
Radiotherapy will probably prolong life and may 
quite definitely decrease the size of the meta- 
static growths. 
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Lymphosarcoma within the thorax differs in 
no way from lymphosarcoma elsewhere. It 
lends itself very poorly to surgery in any loca- 
tion including the thorax, but responds very 
favorably to radiotherapy. Surgery, therefore, 
is not to be considered for this type of lesion 
unless failure to respond to adequate radiother- 
apy has raised serious doubts of the growth’s 
being a true lymphoma. 

Primary carcinoma of the lung, both clini- 
cally and pathologically, can be divided into two 
types, bronchial and parenchymal. In the bron- 
chial group, cough is the chief symptom. This 
may not be severe, but tends to be persistent, 
recurring with change of position. The cough 
at first is non-productive. A mucoid sputum oc- 
curs later which finally becomes blood stained. 
A frank hemorrhage may occur. The sputum 
does not become foul until late in the disease. 
Pain is usually present, although not a major 
complaint. It is located in the region of the lesion 
or elsewhere about the chest. Dyspnea occurs 
generally as the result of a pleural effusion. At 
first the patient may show no loss of weight or 
strength, but cachexia gradually ensues. Physi- 
cal examination indicates the presence of a bron- 
chial stenosis with resultant atelectasis, or, if 
retained secretion with infection is present be- 
yond the growth, the picture becomes that of 
a bronchiectasis or abscess. 


The roentgenological picture of primary car- 
cinoma of the bronchus is fairly characteristic. 
The significant features as described by Kirklin 
are twofold: 


“Density in the hilum and an atelectatic or bron- 
chiectatic appearance. The most important of these is 
the shadow of the lesion. In typical instances the 
shadow is centered at the hilum, is unilateral, in- 
volves the whole hilum, and is usually situated in the 
region from the sixth to the eighth ribs posteriorly. 
The lesion is roughly triangular with its apex directed 
laterally. It has an _ infiltrating border, frequently 
throwing out a strand-like process into the pulmonary 
tissue along the bronchovascular markings. - These 
strand-like processes are described by Assmann as per- 
meations of the lymphatic channels. Late in the course 
of the disease the lesion becomes indistinguishable from 
that of advanced parenchymal malignancy. If the 
pleura is involved, fluid accumulates rapidly and the 
whole picture is obscured. Atelegtasis is common and 
is significant in the diagnosis. Its presence at once 
suggests bronchial obstruction, for which an explanation 
is to be sought. It has typical roentgenologic charac- 
teristics: (1) a smooth homogeneous density, anatom- 
ically limited and carrying normal lung markings; (2) 
an elevation of the diaphragm on the affected side, and 
(3) a displacement of the mediastinal structures to- 
ward the affected side. In many cases this appearance 
is the only clue to bronchial malignancy. The least 


common of roentgenological signs is the presence of 
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apparent bronchiectasis. This is produced by partial 
obstruction and filling up below with blood and secre- 
tion.” 


The type of growth found may be a squamous- 
celled epithelioma, adenocarcinoma or simple 
carcinoma. More important than the type, how- 
ever, is the high grade of malignancy encoun- 
tered. Practically all growths show such a high 
grade of malignancy (3-4) that the prognosis is 
very grave. 

In the majority of cases a_ correlation of 
symptoms, physical signs and roentgenological 
data should lead to a presumptive diagnosis. 
Special attention should be given to evidence of 
bronchial stenosis. Secondary suppuration due 
to occlusion of the bronchus by the growth may 
lead to error in assuming that the process is en- 
tirely inflammatory. 

Peripheral lung abscess or more commonly 
multiple abscesses, bronchiectasis, pleural em- 
pyema, and at times even gangrene, tend to 
dominate the picture and obscure the diagnosis. 
Consideration of the age of the patient, and 
especially the lack of definite etiological fac- 
tors such as a foreign body or recent oral sur- 
gery, should make the diagnosis of malignancy 
relatively certain. 

Bronchoscopic examination is necessary in es- 
tablishing the diagnosis in a large number of 
cases, and it is a very excellent confirmatory 
measure in the others. The finding of an ob- 
structing lesion in a bronchus which grossly ap- 
pears malignant may be definitely proven by the 
removal of tissue for microscopical examination. 

Kirklin believes that true parenchymal carci- 
noma always begins as a single nodule. From 
a single nodule it may grow confined to a single 
lobe to become the so-called lobular type of 
growth or it may become an _ irregular mass 
without typical localization. Carmen describes 
as a pathognomonic picture a primary tumor 
mass in the lung surrounded by small,secondary 
growths. Pathologically the parenchymal carci- 
noma is either an adenocarcinoma corresponding 
structurally to adenocarcinoma found elsewhere 
in the body or a highly malignant undifferen- 
tiated type of growth. The latter, previously 
known as medullary carcinoma, has been noted 
as a common type. It may be so highly cellular 
as to resemble sarcoma. Both types grade high 
in malignancy and by reason of this fact alone 
the hope of surgical cure is greatly lessened. 


The clinical picture of parenchymal carci- 
noma is not clear-cut and the process may be- 
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come very extensive before pulmonary symptoms 
arise. Loss of weight may first be noted with- 
out much suggestion of cachexia. Strength fails 
in like proportion. Pain of a constant deep 
character which can be localized with difficulty 
appears both over the front and back of the 
chest. This pain, mild at first, gradually in- 
creases in severity. With pleural involvement 
a different type of pain is elicited. Cough or 
pleural effusion tends to accentuate this pain 
and the first deep pain may be masked by the 
later dominant symptoms. Dyspnea practically 
always indicates an extensive pleural effusion. 
Cough relates either to pleural involvement or 
to invasion of a bronchus. The cough at first 
may be dry, but later blood and mucus are ex- 
pectorated. Extension to the cervical lymph 
nodes occurs relatively early and microscopical 
examination of an excised node affords the sim- 
plest means of establishing the diagnosis. Phys- 
ical examination is inconclusive and of only 
minor aid. 

Both bronchial and parenchymal carcinoma 
grow rapidly and with growth the two types tend 
to approach a late stage which is common to 
both. Pleural effusions commonly of a rapidly 
recurring hemorrhagic character greatly increase 
the dyspnea. The clinical findings and the 
roentgenological picture are those of a chest full 
of fluid. The mediastinum can be displaced by 
the effusion. In such cases replacement of a 
portion of the fluid by air may show the pul- 
monary growth with startling clearness. 

Infection following necrosis of a parenchymal 
growth or ensuing upon a bronchial stasis and 
retention, changes the picture to that of pul- 
monary suppuration or empyema. Diagnosis at 
such time is more difficult and unless the pos- 
sibility of a malignancy is borne in mind it may 
be missed. 

Sarcoma occurs either as a hilar or lobular 
growth. The symptom-complex differs in no 
particular from that of carcinoma. The diag- 
nosis is entirely a pathological one and impos- 
sible to make except on a pathological basis. 

The surgery of primary malignancy of the 
lung is not encouraging. The hilar location of 
bronchial carcinoma makes it relatively inac- 
cessible to surgical approach. Sauerbruch re- 
ports five cases from which malignant growths 
have been removed with two cures, one five and 
one three years post-operative. If such lesions 
could be diagnosed early it is possible that 


Sauerbruch’s excellent record might be dupli- 
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cated or bettered, but with pulmonary carcinoma 
as in all types of malignancy early diagnosis is 
essential. If early lobar carcinoma could be ex- 
plored while the malignancy was small and con- 
fined to a single lobe, cure should frequently re- 
sult. It is this fact which justifies a more fre- 
quent exploration of the lung than is practised 
at present. The opening of a pleural cavity has 
lost much of its dread and the possible benefits 
should not be withheld for fear of an open 
pneumothorax. 

Suppurative conditions arising as a result of 
pulmonary malignancies merit surgical _ pallia- 
tion. Although the malignancy itself is inevit- 
ably fatal, sufficient temporary benefit can re- 
sult to justify the attempt. A lung abscess or a 
pleural empyema can be drained under local 
anesthesia. The method of treatment differs in 
no particular from that of a purely inflamma- 
tory process except that cure never results. 
This fact itself may be an aid in diagnosis. 
Some time ago a case was seen illustrating this 
point. An empyema had been previously drained 
as a post-pneumonic process, but when proper 
therapy failed to improve the condition of the 
patient suspicion was aroused and an intercostal 
lymph node removed under local anesthesia 
proved to be carcinomatous. 

Most malignancies of the pleura are second- 
ary to growths elsewhere, usually of the lung. 
There is, however, a rather poorly defined group 
of tumors supposedly arising from the pleura 
itself, classified as endothelioma. The develop- 
ment may be on either the visceral or parietal 
pleura. The symptoms are insidious with vague 
neuralgic pains and a sense of fullness in the 
chest. Weakness, loss of weight and dyspnea 
gradually ensue. The physical signs are those 
of pleural thickening and effusion. As the endo- 
thelioma tend to grow slowly and show little 
tendency to metastasize, wide excision of the 
growth with the overlying chest wall offers a 
considerable promise of cure. 

Benign tumors of the pleura are rare, but are 
occasionally seen and have been successfully re- 
moved. It is my belief that the frequency and 
importance of the benign tumors occurring 
within the thorax have not been fully appre- 
ciated. Such tumors, however benign, tend to 
increase in size and eventually prove fatal. Their 
removal constitutes one of the most satisfactory 
fields of thoracic surgery. Miller says that be- 
nign primary tumors of the lung are a chance 
finding at autopsy or occasionally at operation. 
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They are generally of no importance clinically 
with the one exception of dermoid cyst, which 
occasionally appears to be primary in the lung, 
but more frequently is of mediastinal origin. 
This view of the situation, I believe, is wrong. 
Benign tumors should not be chance findings. 
The diagnosis should at least be suspected be- 
fore exploration is undertaken and the patient 
should be given the benefit of exploration unless 
there is clinical evidence of an advanced ma- 
lignancy. 

Bronchial stenosis may be produced by a 
fibroma or other benign growth with the devel- 
opment of serious symptoms. Such benign tu- 
mors have been removed readily by bronchos- 
copy. Myerson found reports of 26 cases of 
benign neoplasms of the bronchus, 11 of which 
were removed bronchoscopically, and the re- 
mainder discovered at necropsy. 

Various types of benign tumors have been 
found within the thorax, an appreciable number 
of which occur in the mediastinum, where the 
mass readily produces pressure symptoms. Any- 
thing from pressure upon the recurrent laryngeal 
nerve to stenosis of the thoracic duct can oc- 
cur, but evidences of venous obstruction are 
most marked as a rule. Slow growth and a defi- 
nite, clear-cut outline of the growth in the 
roentgenogram should aid in the diagnosis. 

Benign tumors elsewhere grow slowly and pro- 
duce symptoms of pressure upon neighboring 
structures. The dermoid is the most common 
type, although lipoma, chondroma, osteoma, 
fibroma, adenoma and neuro-glioma have been 
reported. Slow growth, or the prolonged quies- 
cent period of a dermoid, may be interrupted 
by rapid enlargement as a result of increased 
secretion within the sac or from malignant 
change. The general shape of the mass when 
viewed in the roentgenogram is spheroidal with 
smooth walls. A partial pneumothorax may 
greatly aid in outlining the cyst wall and in cer- 
tain cases a definite diagnosis of dermoid cyst 
has been made pre-operatively. With a rupture 
of the cyst into a bronchus, hair has been ex- 
pectorated. Kerr and Warfield have been able 
to collect reports of 137 intrathoracic dermoids. 

Neoplasms in the thorax may be simulated by 
a luetic gumma, although the actual existence 
of gumma of the lung has been denied by many 
authors. Congenital luetic involvement of the 
lung is well recognized, but the acquired type 
showing gummatous formation is much dis- 


puted. Beltz and Deutsch have published cases 
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of acquired lung syphilis verified by autopsy. 
The symptoms are indefinite and without tissue 
examination the actual proof rests on clinical 
evidence of the existence of the disease, serolog- 
ical examination, and response to treatment. 

Given a thoracic tumor which is operable, 
what risk should be anticipated and what results 
obtained? Edwards reports seven one-stage op- 
erations for intrathoracic tumor with one death 
from hemorrhage. Harrington reports 17 intra- 
thoracic tumors operated upon by a transpleural 
approach. 

“In fifteen cases the tumor was completely removed, 
one by two-stage operation and fourteen by one-stage 
operation. 

“In two cases the condition was proved to be an 
inoperable malignancy by tissue removed for micro- 
scopic examination. 

“In the entire series of seventeen cases there was one 
operative death on the seventh post-operative day from 
cerebral embolism, an operative mortality of 5.5 per 
cent. 

“In eight cases the tumor was malignant, in two of 
which the tumor was completely removed. Two cases, 
one malignant endothelioma and one osteogenic sar- 
coma, died in the first year after operation from meta- 
stasis. 

“One case of fibro-sarcoma died in the second year 
after operation from metastasis. Two cases are living, 
ene of malignant endothelioma in which a portion of 
the diaphragm and chest wall was resected with the 
tumor, has no evidence of recurrence one and one-half 
years after operation and one case of osteofibro-sarcoma 
has no evidence of recurrence four years after opera- 
tion. The remaining case of squamous cell epithelioma 
died following operation.” 

He believes that the operative results in this 
group of malignant cases justified a more op- 
timistic view than is generally taken in these 
cases and emphasizes the importance of early 
diagnosis. 

In the nine benign cases the tumor was com- 
pletely removed by a one-stage operation in all 
cases. There was no operative mortality and 
all cases apparently were cured. It is this group 
of benign cases that is most gratifying from the 
surgical standpoint. In as much as it is often 
impossible definitely to determine the opera- 
bility or the type of tumor by our present meth- 
ods of diagnosis, Harrington believes that all in- 
trathoracic tumors should be explored unless the 
clinical evidence gives a hopeless prognosis. 

The following patient presented a confusing 
clinical picture. 

Mrs. S. was first seen in January of 1929, when 50 
years of age. Her family history was negative. She 
was married in 1901 and her husband died of pul- 
monary tuberculosis in 1916. A second marriage oc- 
curred in 1923. The second husband was living and 
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Fig. 1 
Roentgenogram shcwing tumor in the 
lobe of the right lung. 


middle 


well. There were no pregnancies with either mar- 
riage. 

The left tube and ovary were removed in 1908 and 
the right in 1914. There were no other serious illnesses. 
Menstruation ceased after the operation in 1914 and 
she has had no pelvic trouble since that time. 

For three months in 1926 she suffered with a right- 
sided pleurisy with fever of 100 to 102 No aspira- 
tion was done. Pulmonary tuberculosis was diagnosed 
by the roentgen ray. She recovered in September of 
1926, the fever disappeared and she regained a'l lost 
weight. 

Her health remained good until April of 1928, when 
she developed a sharp pain on deep respiration. In 
May, a temperature of from 100 to 103° developed 
and fever persisted from that time. She had a sensa- 
tion of choking and shortness of breath, especially 
when lying on the right side or upon exertion. A 
cough was present of a non-productive type, some 
mucus was raised at times, but no pus or blood. She 
had a constant sense of pressure, soreness and nausea 
in the epigastrium. Her weight fell from 127 to 95 
pounds. 

Examination showed a sickly, emaciated woman, with 
a sallow, yellow skin and clear conjunctivae. The pu 
pils reacted to light and accommodated. The gums 
showed pyorrhea, tonsils were out, there were no pal 
pable cervical lymph nodes. The thyroid was nega- 
tive. The heart was negative. The chest showed an 
old right dorsal scoliosis. There was slight dullness 
and diminished vocal fremitus about the tip of the 
right scapula with an occasional rale. 

The liver was felt 
right costal margin. 
tender to palpation. 


four finger breadths below the 
The surface was smooth and quite 
No tenderness could be elicited 
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over the region of the right kidney posteriorly. Two 
scars of previous laparotomies were present. The knee 
jerks were normal. The urine showed an_ occasional 
erythrocyte and white blood cell, but was otherwise 
normal. Hemoglobin was 70 per cent, red blood cells 


3,680,000, and leucocytes 7800. The Wassermann was 
negative and tubercle bacilli were absent from the 
sputum. 

The roentgen ray showed a marked dorsal scoliosis 


toward the right and an area of 
lung the nature of which was in- 


with the convexity 
density in the right 
determinate. 

Consideration of all the data did not lead to a 
conclusive diagnosis. Abscess was considered possible, 
but a ten months’ history without purulent sputum 
and a normal leucocyte count made it improbable. 
The same factors held against bronchiectasis. Intermit 
tent fever, however, spoke for the presence of some 
inflammatory condition. A lobar type of parenchymal 
carcinoma was considered, but evidence against this 
was the absence of palpable cervical lymph nodes, of 
bloody sputum and of pleural effusion. Gumma_ was 
ruled out by two negative Kahn tests and a negative 
Wassermann, and there was no clinical evidence of 
lues. It will be noted in the roentgen ray that the 
lower border of the density is rather sharply defined 
and rounded. This fact, together with the duration 
of the process, led me to arrive at a tentative diagnosis 
of benign pulmonary tumor, the most probable type 
being a dermoid. 

With this diagnosis in mind on January 21, 1929, I 
undertook an exploration of the right lung under intra- 
tracheal anesthesia. An incision was made along the 

















Fig. 2 
Roentgenogram showing the site of the tumor 
removed from the middle lobe of the right 


lung. 
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Fig. 3 
The tumor removed. Eight-inch forceps in 
pan for comparison. 


course of the eighth rib from the posterior scapula to 
the nipple line. The eighth rib was removed and the 
pleural cavity entered. Adhesions obliterated the cav- 
ity in the field of operation. Lying in the course of 
the incision was a firm tumor mass. The tumor was 
first aspirated to rule out abscess and the mass was 
shown to be solid throughout. The adhesions were then 
divided and the tumor was gradually separated from 
the surrounding lung. The mass comprised almost the 
entire middle lobe and extended to the mediastinum. 
A bronchus was divided in the final removal of the 
growth at the hilus. All bleeding was controlled by 
ligation and suture. The bronchus was closed and the 
stump covered with lung sutured over for reinforce- 
ment. A catheter was introduced into the pleural cav- 
ity for closed drainage through a small wound in the 
tenth interspace. The wound was then closed in layers. 
A transfusion of 400 c. c. of citrated blood was given 
before the patient left the operating room. A second 
transfusion was given in 24 hours. 

Post-operatively for a time the patient suffered from 
dyspnea. A serosanguinous fluid was aspirated at in- 
tervals from the cavity. The bronchus opened up and 
a partial pneumothorax resulted, but the cavity never 
became infected. The patient left the hospital 35 days 
after operation with the wound healed and a partial 
pneumothorax still present. The drainage tube re- 
mained in place for four months because of the pres- 
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ence of a bronchial fistula. It is now closed. Her 
general health is good and she is again able to do her 
own housework. 


As to the exact nature of the tumor removed, the 
pathological report was as follows: grossly the tumor 
was of grapefruit size, a lobular encapsulated yellowish 
necrotic mass of dead lung tissue. Microscopic sec- 
tions showed collapse and total necrosis of tissue with 
some fibrosis at the edge. The general character of the 
processes suggested that of a luetic gumma. It is need- 
less to remark that the patient is now on specific 
therapy. 
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DIAGNOSIS AND TREATMENT OF 
VESICAL TUMORS* 


By W. J. Wattace, M.D., 
and 
R. H. Akin, M.D., 
Oklahoma City, Okla. 


There is hardly a subject of greater interest 
to the urologist than that of tumors of the uri- 
nary bladder, nor one which calls forth greater 
diagnostic skill on the part of the cystoscopist. 
Possibly the fascination of the study lies in 
the numerous difficulties which attend it. If 
we are to hope for any control of a vesical neo- 
plasm, early treatment is essential. To insure 
this, diagnosis must be prompt and certain. 
The making of an early and positive diagnosis is 
one of the most difficult feats in urology. The 
obstacles in the cystoscopist’s path are many and 
varied, but the chief one concerns the neoplastic 
growth wherever it is situated, and consists of 
the extreme difficulty of bringing patients for 
early examination. Bladder growths are uni- 
formly painless in their early stages and the 





*Read in Section on Urology, Southern Medical As- 
sociation, Twenty-Third Annual Meeting, Miami, Flor- 
ida, November 19-22, 1929. 
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only symptom which may be in any way looked 
upon as constant is painless hematuria. And 
inasmuch as a long train of affections of the 
urinary tract make themselves manifest by this 
same symptom, it can in no wise be regarded as 
pathognomonic. We can do no more than re- 
emphasize the entreaty so often made in the 
past, directed especially toward general practi- 
tioners, for it is to them that nine-tenths of the 
cases of vesical tumor first come: investigate 
every appearance of blood in the urine. No pa- 
tient should ever be sent away with the assur- 
ance that the bleeding is “idiopathic”. The only 
thing such an unfortunate can be assured of is 
that his physician does not know his business. 
Were this dictum steadfastly adhered to, many 
a malignant lesion which now goes on to a fatal 
culmination would be discovered in time to be 
permanently eradicated. 


Classification of Vesical Neoplasms.—The clas- 
sification I prefer is that which was, I think, 
first set forth by the great West Indian-French 
urologist, Joachim Albarran. It is based not 
upon the criteria of malignancy but upon struc- 
tural peculiarities due to the nature of the tissue 
from which the growths originate. 
(1) Epithelial tissue group 
Papilloma 
Adenoma 
Carcinoma 

(2) Connective tissue group 
Sarcoma 
Myxoma 
Fibroma 

(3) Muscle tissue group 
Myoma 
Rhabdomyoma 

To these I would add a fourth classification, 
tumors of syphilitic origin, which frequently 
simulate any of those classified above. 


The Epithelial Group —The great majority of 
bladder neoplasms are included in the first 
group, being epithelial in origin, and as my 
personal experience does not include the rarer 
neoplasms of the second and third groups, I 
shall confine my attention to the first. The dis- 
tinctions are, at best, interesting chiefly to the 
pathologist. 


Diagnosis ——Hematuria is usually the symp- 
tom which brings the patient for medical aid. 
If the condition is well advanced there may be 
pain and fragments of neoplastic tissue detect- 
able in the urine. None of the earlier mani- 
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festations is in any way characteristic of vesical 
growth, so that the most thorough and careful 
examination is essential in the establishment of 
a diagnosis. The history should be very com- 
plete, as often the occurrence of hematuria many 
years before examination may be elicited on 
careful questioning, as well as other points of 
importance in differentiating lesions which have 
identical symptoms. 


Cystoscopy—The cystoscopic examination is 
naturally of paramount importance. The expe- 
rienced urologist may have been led to suspect 
the presence of a vesical growth if the patient 
has: given a history of intermittent bleeding 
bearing no relation to effort or trauma, and no 
symptoms have been reported which would point 
to some other cause for the hematuria, for ex- 
ample, renal or ureteral colic suggestive of stone. 
The experienced cystoscopist can often judge at 
once whether a tumor visualized by this means 
is benign or malignant, and may even be able 
to differentiate growths of different tissue origin. 
All such examinations are best conducted under 
anesthesia. Usually local anesthesia will be suf- 
ficient, but in some subjects it may be neces- 
sary to use the parasacral or spinal route, or to 
employ complete general anesthesia in order to 
obtain proper relaxation. Adequate distension 
of the bladder is imperative, as otherwise the 
cystoscopic view may be inadequate to permit 
proper inspection of the vesical surface. Bi- 
manual palpation by rectum or vagina may as- 
sist in confirming the cystoscopic findings, as it 
is often possible to determine the presence of a 
mass in the bladder wall. In any differential 
diagnosis the possibility of a syphilitic lesion 
must be kept constantly in mind. A Wasser- 
mann test and the customary therapeutic trial 
should be carried out as a routine unless luetic 
infection can be positively ruled out in some 
other way. Lowsley and Kirwin state in their 
text book that when papillary vesical growths 
of luetic origin are viewed through the cysto- 
scope there is nothing to differentiate them from 
those due to other causes nor from the villous 
growths which arise from a malignant base. 
The same difficulty of recognition attends the 
appearance of the gumma of bladder syphilis. 
It is an infiltrating growth which may very well 
be mistaken for a malignant one, and offers no 
characteristic features to guide the cystoscopist. 


Treatment.—Long experience in the visuali- 
zation of the interior of the bladder makes it 
possible for the cystoscopist to judge with a 
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fair degree of accuracy the type of tumor with 
which he has to deal. The cases which I have 
treated fall naturally into three classes: small 
papillary growths, generally benign; larger papil- 
lary or infiltrating growths with edges tending 
to be everted and indurated, probably malig- 
nant; and frankly malignant growths, too far 
advanced to make any treatment other than 
palliative, possible. The first inspection com- 
monly shows in which group a given lesion must 
be included, and treatment can be decided upon 
without delay. 

For tumors small enough to be completely 
visualized and outlined fulguration through the 
cystoscope is to be preferred to open operation 
of any description. Inasmuch as the dividing 
line between the benign and malignant papilloma 
is difficult to distinguish, any bladder growth 
had best be regarded as potentially malignant, 
and accordingly, after fulguration, radium should 
be applied. Unfortunately, in my own work, I 
have been unable to secure radium for cysto- 
scopic use. 

Young reported good results in 75 per cent of 
proved malignant cases so treated, and 92 per cent of 
benign cases. The radium was applied by means of a 
specially devised cystoscopic radium applicator. Keyes 
reported on seven patients who had had implantations 
of radon seeds cystoscopically after fulguration. Six 
were completely relieved and had remained well up to 
the time of the report. The seventh died of cardiac 
decompensation ten months after treatment. Frontz is 
of the opinion that differentiation of benign and ma- 
lignant papillomata is unimportant from the standpoint 
of therapy, “as both respond to a combination of radium 
and fulguration.” 

Large or Infiltrating Neoplasms.—lf a tumor 
is of such size or so situated that I cannot get 
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a complete cystoscopic view of it, I regard it as 
unsuitable for treatment except by open opera- 
tion. The bladder should be widely exposed 
by performing suprapubic cystotomy and mak- 
ing generous retraction to permit the base of the 
growth to be seen on all sides. A tumor which 
has attained such a size can safely be regarded 
as malignant, though I make it a routine to re- 
move a specimen with the cautery knife for labo- 
ratory examination. Removal of the growth is 
continued without reference to the report later 
obtained from the laboratory. With the actual 
cautery the entire mass is cauterized to a deep 
char, the depth to which this is carried being 
regulated by direct vision and the effect upon 
the assistant’s finger, which is held in the rec- 
tum or vagina, so that he may report too deep 
or prolonged application, which might endanger 
the integrity of the bladder wall. This treat- 
ment has proved satisfactory in my hands in 
growths which were not extensively infiltrated. 
Immediately following cauterization, radium is 
applied in needles. 

At present we have in our University Hospital 
only small 12.5 milligram needles in a platinum 
container. They are about an inch in length 
and an eye at the proximal end permits the at- 
tachment of a thread for easy removal. The 
charred area is surrounded by a circle of radia- 
tion by pushing the needie through the healthy 
tissue until the point impinges within the charred 
edge. Four or five needles are usually necessary 
to give adequate radiation. The threads are 
brought out through the suprapubic drainage 
tube, after which the vesical wall, the fascia and 
the skin are closed in the usual way. The pa- 
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tient is returned to bed and kept as immobile 
as possible until the time required for radium 
exposure has elapsed, as great care must be exer- 
cised to keep the needles in position. The time 
of exposure varies according to the nature and 
size of the growth as well as the condition of 
the individual patient. A fair average is four 
needles for six hours, giving a total dosage of 
approximately 300 milligram hours. Following 
the removal of the radium needles the patient 
has the same care as if he had undergone a reg- 
ular suprapubic cystotomy, except that after the 
lapse of one week, when thorough reaction to 
the radium has taken place, I give from 90 to 
130 minutes of deep x-ray therapy, customarily 
in daily doses of 30 minutes each. 

Where a tumor is found to be widely infil- 
trated, especially if the patient be old and much 
debilitated, as is usually the case, I do not re- 
gard such radical treatment as justified. In such 
cases we can hope for no more than palliation, 
and it is useless to subject these advanced 
growths to the severe treatment which is war- 
ranted in those holding out gocd hope of per- 
manent removal. Cystectomy and transpianta- 
tion of the ureters are highly recommended in 
some quarters, but I have never found justifica- 
tion for these procedures in a patient who has 
come under my observation. 


CASE REPORTS 


From a series of twenty-two cases I have se- 
lected seven to report upon in detail, as illustrat- 
ing the manner of handling bladder growths both 
through the cystoscope and by open operation. 
Most of these have been under observation long 


SOUTHERN MEDICAL JOURNAL 


203 


enough to enable us to estimate the final results 
and form an opinion of the definite value of the 
treatment. 


Case I-A white married woman, aged 37 years, had 
had a hysterectomy eight years previously. Her chief 
complaint was frequent and painful urination; during 
the four weeks immediately preceding examination there 
had been blood and “flakes” in the urine. Cystoscopic 
examination showed contraction of the internal sphinc- 
ter with several small papillomata upon its margin. 
Those in the center were much inflamed, providing an 


explanation for the hematuria. There was a compli- 
cating acute trigonitis. Under local anesthesia the 
growths were fulgurated and the bladder carefully 
washed out. A second examination four weeks after 
treatment showed one small tumor still in evidence, 
though the vesical picture was markedly improved. 


Fulguration of this remaining growth was followed by 
complete disappearance of all b'adder symptoms. Ex- 
amination, October 22, found the patient in excellent 
health. 

Because the growths in this case were easily and 
completely visualized at the initial examination, cys- 
toscopic fulguration was possible and effective. 


Case I7—A married white woman, aged 36 years, 
the mother of seven children, had two years previously 
had a laparotomy for right salpingitis and chronic ap- 
pendicitis. Following this, there was increasing fre- 
quency of urination and later blood, mucus and pus 
were observed in the urine. Cystoscopic examination 
revealed a very limited bladder capacity, marked trigo- 
nitis and three panii!iomatous growths. The papillomata 
were pedunculated sad slightly exuberant on top. One 
was on the right I.ierail surface near the sphincter; one 
was internal to and beyond the left ureteral orifice; 
and the third was just above and slightly to the left 
of the second. All three could be plainly outlined. The 
largest growth received cystoscopic fu'guration at the 
first sitting. One week later that near the left ureteral 
orifice was similarly treated and the third received ful- 
guration ten days later. The growths proved very re- 
sistant and six successive fulgurations were required to 
cause their complete disappearance. At present the 
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bladder is clean, although its capacity is still greatly 
limited. Urination remains frequent, but no pain is 
experienced on micturition. 


It would perhaps have been better to attack the 
growths by open operation. The surgical cautery might 
have been more efficient with fewer applications, and 
might have given less pain. 


Case I11—A white man, aged 69 years, came com- 
plaining of dysuria and hematuria. There was no rele- 
vant past history. The symptoms, though slight, had 
been sufficient to alarm the patient. On cystoscopic 
examination a sessile tumor was seen above and poste- 
rior to the left ureteral orifice. It appeared friable and 
bled easily, so that the condition was not deemed suit- 
able for fulguration. October 31, 1928, the bladder was 
opened and the growth excised with the cautery knife, 
a specimen being sent to the laboratory for examina- 
tion. After thorough charring with the electric cau- 
tery, four radium needles were inserted according to the 
technic previously described, giving an exposure of 
300 milligram hours. The patient later received 130 
minutes of deep x-ray therapy. The laboratory report 
was carcinoma. Recovery was uneventful and the pa- 
tient has remained in perfect health for more than a 
year. 


Case IV—A married woman, aged 52 years, gave a 
history of the sudden passage of clots and bloody urine 
three months before examination; there had since been 
intermittent hematuria, nocturia and _ dysuria. The 
cystoscopic findings made open operation appear de- 
sirable, so the bladder was opened October 5, 1928, ex- 
posing a cauliflower mass an inch above the left ure- 
teral orifice, with three small papillary growths imme- 
diately adjacent to it. The greater part of this mass 
was removed by the cautery and sent to the laboratory, 
which later reported carcinoma. The tumor area was 
thoroughly charred and then surrounded with radium 
needles. Additional x-ray therapy for 130 minutes was 
also given. The wound healed and the patient was 
discharged from the hospital. Eight months later she 
returned complaining of strangury, frequency and occa- 
sional hematuria. The cystoscope showed that a small 
papilloma just within the left side of the internal 
sphincter was responsible for the bleeding and other 
distressing manifestations. The affected area was at 
once thoroughly fulgurated and the treatment repeated 
after a three weeks’ interval. The original tumor area 
was perfectly clean, but a well defined diverticulum now 
occupied the spot whence the original growth had been 
removed. This patient was cystoscoped two weeks ago, 
after a three months’ interval, and the bladder found 
perfectly clean. 


Case V—A white male, aged 41 years, complained 
of painful urination and hematuria occurring at inter- 
vals. A large cauliflower growth completely oblit- 
erated the right ureteral orifice, and tumor formation 
was discernible down to the internal sphincter. July 13, 
1923, suprapubic cystotomy permitted an easier removal 
of the growth than I had anticipated. It was possible 
to find the occluded ureteral orifice and to pass a 
catheter into it, demonstrating that it was still patent. 


Great care had to be exercised in  cauterizing the 
growth, to avoid injury to the ureteral orifice. The 
smaller growths received the same treatment. No ra- 


dium being available, the suprapubic wound was 
closed in the usual way and x-ray therapy applied at 
a later date. Four months later nothing but scar tissue 


was visible at the site of operation. 
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As no laboratory report was obtainable in this case, 
I have only clinical proof of its benign character. The 
outcome, however, justified the decision to treat the 
lesions as potentially malignant. 


Case VIA white married woman, aged 22 years, 
had one child about two years of age. She complained 
of pain at the end of urination and of occasional hema- 
turia for 18 months and eight months, respectively. In 
the previous two months there had been a loss in 
weight of seven pounds; the history otherwise was nega- 
tive. Cystoscopic examination showed a villous tumor 
upon the trigone about half an inch from the vesical 
neck, while another occupied a position on the left 
lateral wall approximately an inch from the left ureteral 
orifice. Because of profuse bleeding adequate distension 
was impossible, and the growths could not be visual- 
ized properly. Suprapubic cystotomy was therefore de- 
cided upon. The section removed by the electro-cau- 
tery was pronounced benign. The patient left the hos- 
pital in good condition and has since remained well, 
giving birth to another child two years after opera- 
tion. Six years have elapsed since the removal of the 
bladder growths. 

This case might have been successfullly treated by 
fulguration. Despite the patient’s youth, the loss in 
weight suggested the possibility of malignancy, and the 
mechanical difficulties in the way of proper cystoscopic 
visualization made open operation appear to be the 
wisest procedure. 

Case VII—A married woman, aged 42 years, entered 
the hospital April 5, 1925, complaining of strangury, 
frequency of every 15 to 20 minutes both day and 
night, and the passage of clots and tissue shreds in the 
urine passed during the preceding eight months. The 
bladder capacity was found reduced to an ounce; cys- 
toscopy was unsatisfactory and difficult. A blood 
transfusion improved the condition sufficiently to per- 
mit suprapubic cystotomy. An extensive infiltrating 
tumor was found, impossible to treat except pallia- 
tively. Suprapubic drainage gave a certain amount of 
relief and 90 minutes of deep x-ray therapy was ad- 
ministered for its palliative effects. The patient left the 
hospital and died at her home sixty days later. 

This case of course was quite beyond help 
when first seen. It is included as an instance 
of a situation all too frequent in this type of 
work, illustrating the hopelessness of lesions 
which are seen in an advanced stage. 


SUMMARY 


(1) The diagnosis of bladder tumors depends 
upon accurate cystoscopic inspection, the cysto- 
scopic findings to be correlated with the history 
and results of clinical examination. 

(2) Tumors which are not infiltrated and 
which can be clearly seen and outlined may be 
treated by fulguration. If cystoscopic radium 
application is possible this should be applied 
after fulguration. 

(3) Tumors which cannot be fully seen and 
easily reached by the fulguration tip are not 
suitable for cystoscopic treatment, but should 
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be attacked through a cystotomy opening, well 
retracted to give adequate exposure. Radium 
applications should follow complete cauteriza- 
tion and additional deep x-ray therapy is recom- 
mended. 

(4) Deeply infiltrated growths, evidently ma- 
lignant, are not suitable for any form of cau- 
terization. Partial or complete cystectomy is 
recommended in certain of these cases, but in 
the author’s experience such procedures are not 
to be advised. Only palliative treatment is pos- 
sible in cases which are greatly advanced before 
they are observed. 


405 Medical Arts Building. 





SOLITARY METASTASIS TO THE BRAIN 
FROM CARCINOMA OF THE 
BLADDER* 


By Hamitton W. McKay, M.D., 
Charlotte, N. C. 


Metastasis from carcinoma of the bladder is 
relatively infrequent when one compares it with 
the metastatic growths occurring with other ma- 
lignant neoplasms of the genito-urinary tract. 
Tumors of the bladder usually metastasize late 
in the disease and then only after secondary in- 
vasion of adjacent structures has taken place. 
When early spread occurs it is usually directly 
through the blood stream and not through lym- 
phatic channels. Involvement of the regional 
lymph nodes before extensive invasion occurs is 
so infrequent as to cause comment when found. 


A careful search of the literature reveals only 
one case in which a single metastasis from a 
bladder tumor involved the brain. This is the 
case of Lower and Watkins, illustrations of 
which are shown (Figs. 1 and 2). Their case, 
in brief, is as follows: 


A white male, 48 years of age, was examined be- 
cause of difficulty in urination and vesical irritation. 
Because blood was found in the urine, he was cysto- 
scoped. Cystoscopy revealed a fungating bladder tumor 
inside the internal sphincter, slightly to the right of the 
median line. The whole tumor could not be seen in 
one field of the cystoscope. At the time of his en- 
trance into the hospital he had lost control of his left 
foot, had a slight speech defect and great difficulty in 
emptying his bladder. A careful eye-ground examina- 
tion and x-ray of the skull were negative. The tumor 
of the bladder was resected and radium applied to the 





*Read in Section on Urology, Southern Medical As- 
sociation, Twenty-Third Annual Meeting, Miami, 
Florida, November 19-22, 1929. 
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site where it had formerly been. The wound quickly 
healed. The pathological diagnosis of the removed 
tumor was transitional cell carcinoma of the urinary 
bladder (Fig. 1, A and B). The tumor had a loose 
connective tissue stroma invaded by malignant transi- 
tional epithelial cells with a tendency to group them- 
selves in alveoli. 

A short time after removal of the bladder tumor 
the difficulty in speech and walking became more pro- 
nounced and a diagnosis of brain tumor was made. 
Six weeks after the resection of the bladder, Dr. Walter 
E. Dandy, of Baltimore, removed from the right inter- 
nal capsule of the brain a metastatic growth (Fig. 2). 
This metastasis (Fig. 1) shows the same pattern as the 
original tumor. Seven months after bladder resection 
the patient had a local recurrence and twelve months 
after operation he died of a recurrence of the brain 
metastasis. No other metastases were demonstrated. 

A very careful search of the literature has 
revealed no other case on record of solitary meta- 
stasis to the brain from bladder tumor. How- 
ever, Fleisch, in a thesis in 1909, discusses meta- 
static growths in the brain from other organs 
of the body, and refers to a case mentioned by 
Buday. Buday says that he had had a similar 
case, but does not give any particulars. 











Fig. 1 
A. Carcinoma of bladder (low x). 


B. Carcinoma of bladder (high x). 
C. Metastasis to brain (low x). 
D. Metastasis to brain (high x). 
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Fig. 2 
(Top) Schematic drawing of brain showing metastatic 
nodule in right internal nodule, remcved by Dr. Dandy. 
(Bottom) The actual circumscribed tumor, after its re- 
moval, 


We have written to the larger urological clin- 
ics, have made a careful review of the litera- 
ture, and have failed to find any similar case. 

Our case is as follows: 


The patient, J. C. E., a man, aged 50, was first 
seen July 2, 1926, with the complaint of sudden, pain- 








less hematuria. The family history is of interest since 
the father died of carcinoma of the prostate two years 
previously. The patient had five children, all in good 
health, none dead. There was no history of miscar- 
riages of his wife. The patient’s past medical history 
was negative. He had always enjoyed excellent health 
until the present illness. Five days before being exam- 
ined he began to have painless hematuria, which was 
his only symptom. The genito-urinary and _ physical 
examinations were negative, save for the cystoscopy. 


Cystoscopy.—Under caudal anesthesia there was little 
difficulty in introducing the cystoscope. The bladder 
capacity was not accurately determined, but was ap- 
parently not reduced. The cystoscope immediately 
showed the presence of a tumor which occupied the 
region of the right ureteral opening and completely 
surrounded it, obstructing the opening from view. The 
tumor was of a flat sessile type, the base being almost 
as extensive as the surface of the tumor. No papillae 
were seen. There were several black spots on the sur- 
face of the tumor which were extravasations of blood. 
It extended to the vesical orifice and apparently in- 
volved it. There was some edema along the edge of 
the tumor on the right side. 


Rectal Examination—Rectal examination showed the 
anal sphincter to have good tone. The prostate was 
not enlarged. Although, on the right half there was 
apparently some thickening, no induration nor nodular 
areas were seen. The posterior wall of the bladder was 
apparently somewhat thickened. 

In the routine examination his blood Wassermann was 
found to be strongly positive. 


Treatment—The tumor was fulgurated. The patient 
Was given three courses of radium (2100 mg. hours in 
all) at different intervals extending over a year, with 
two full courses of deep x-ray therapy. As soon as 
the positive Wassermann was found he was put on 
anti-syphilitic treatment and this was pushed through- 
out his illness. 


Course of Disease—After his first course of 900 mg. 
hours of radium applied to the surface of the tumor 
he showed moderate improvement for the following 
eight or nine months. After this period, in spite of 
therapy, his course was distinctly down hill. 


Terminal Iliness—On December 31, 1927, or approxi- 
mately eighteen months after the first examination, the 
patient developed a left epididymitis. After one of his 
many cystoscopies, he was confined to bed for a period 
of about two weeks. He never regained strength and, 
on January 17, 1928, he was seized with acute frontal 
headaches for which he again consulted me. This time 
he had typical symptoms of a brain lesion, although 
an eye-ground examination was negative. Spinal punc- 
ture showed a clear fluid with no noticeable increase 
in pressure, cells 20, albumin very slightly increased, 
globulin slightly increased, colloidal gold test 3,432,100,- 
000, Wassermann negative (Kolmer quantitative —). 
The patient continued to have brain symptoms and died 
March 3, 1928, or approximately 21 months after he 
was first seen. 
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Fig. 3 
Primary epidermoid carcinoma of urinary bladder. This 
is the right half of the bladder and shows two car- 
cinoma nodules under the mucosa of the anterior 
wall of the bladder. Original site of growth was 
around the right ureteral opening, where a slough 


following the application of radium may be seen. 
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Fig. 4 
Metastatic tumor of brain, left cerebellum. 
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SUMMARY OF POST-MORTEM FINDINGS 


(1) Primary Fatal Lesion- 

Epidermoid carcinoma of the bladder mucosa and 
wali (treated by radiation). This is evidently a meta- 
plastic change of the transitional bladder epithelium. 
Around the right ureteral opening there is a striking 
hyalin scarring with contraction. ‘The remainder of 
the mucosa is congested and the wall of the bladder 
is thickened. The bladder capacity is small. Submu- 
cosal neoplastic nodules the size of a pea were found 

















Fig. 5 
Epidermoid carcinoma of bladder, low power 
photomicrograph. Section prepared from 
submucosal nodule of anterior wall of blad- 
der. 

















Fig. 6 


as Fig. 3, high power. 


Same 
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Fig. 7 

Carcinomatous metastasis to left cerebellar 
hemisphere, low power. Section prepared 
from incision in tumor shown in Fig. 2. 

















Fig. 8 
Low power photomicrograph of area of border 
of brain metastasis. 


deep in the wall of the right anterior segment of the 
bladder. 

(2) Terminal Lesions— 

(a) Metastasis of carcinoma of bladder to brain with 
production of secondary tumor 60 mm. in diameter in 
the left cerebellar hemisphere. 

(b) Obstruction to the cerebrospinal fluid outlet in- 
ferior to the third ventricle, with production of inter- 
nal hydrocephalus. 

(c) Increased intracranial pressure. 


(3) Historic Landmarks— 

(a) No other metastasis was found elsewhere in the 
brain or in the thoracic or abdominal viscera. The 
pelvic and lumbar nodes showed no enlargement. 
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Fig. 9 


Same as Fig. 5, high power magnification. 


(b) There was syphilitic cardiac and arterial disease, 
aortitis of the arch and the abdominal aorta, arteritis 
of the basilar and cerebral arteries, chronic syphilitic 
myocarditis and pericarditis. 

(c) There was chronic syphilitic leptomeningitis. 

CONCLUSIONS 


(1) Metastasis to the brain from carcinoma 
of the bladder is extremely rare. Only one case 
has previously been reported in literature. 

(2) Contrary to popular belief, cerebral meta- 
stases do appear and should be taken into ac- 
count when either treatment of tumors or re- 
section of the bladder is contemplated. 

(3) We report herewith a case of infiltration 
carcinoma of the bladder with solitary meta- 
stasis to the brain. 

This case was referred to me while I was a member 
of the staff of The Crowell Clinic and I am privileged 
to report it through the courtesy of the Clinic. 

I wish to thank Dr. L. C. Todd for the autopsy and 
microphotographs, Drs. Lower and Watkins for use 
of their case, and Miss Florence Dudley, local Libra- 
rian, for her cooperation. 





DISCUSSION (Abstract) 
Papers of Dr. Wallace and Dr. McKay 


Dr. John P. O’Neill, Chicago, Ill—To my knowledge, 
only one other case of this kind has been reported in 
the literature. This may mean either that brain metas- 
tases are rare or that we fail to recognize them. 
Though most bladder carcinomas metastasize to the 
bones, other sites are invaded, and I can think of no 
sound reason why the brain should be exempt. Per- 
haps many patients with bladder carcinoma who ate 
in the process show headache, gastric upsets and dizzi- 
ness, which we think are due to cachexia, in reality 
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have a cerebral involvement. How many of us do 
post-mortem examinations upon the brain to see if 
metastases are present? I never did. Perhaps many 
cases die of other metastases before the brain changes 
are marked enough to show. 

I cannot agree with everything that Dr. McKay 
has said about metastasis of carcinoma of the bladder. 
I feel that every case of bladder carcinoma will even- 
tually metastasize. This brings me to the discussion 
of Dr. Wallace’s paper. 

In tumor of the bladder the question always is 
whether it is malignant or benign. To consider all 
bladder growths as potentially malignant would seem 
more conservative than radical, both as regards diag- 
nosis and treatment. 

By a most careful history, immediate and remote, we 
can with cystoscopic findings not only attain a diag- 
nosis as to their malignancy, but with a high degree 
of certitude we can determine the form of treatment 
best suited for each case and also give an accurate 
prognosis as to life expectancy. 

Dividing tumors or carcinoma into four groups, we 
have: group 1, which is the least common and micro- 
scopically is very close to normal; group 2, the most 
commonly seen, really an advance of group 1, the cells 
presenting greater changes, being more undifferentiated. 
These two types have a very narrow attachment to 
the bladder, seem to float in the bladder, are papillary 
or polypoid in form, bleed easily, present symptoms 
such as hematuria early, are very slow to metastasize 
and respond readily to fulguration, radium or section. 
Life prospects are good. 

Groups 3 and 4 are decidedly different. Under the 
microscope they show vastly greater changes from the 
normal, the cells being less differentiated. They have a 
broad base, lie flat in the bladder wall as in Dr. Mc- 
Kay’s case and infiltrate deeply into the bladder wall. 
Symptoms are late in appearing. There is no bleeding 
until slough or necrosis has taken place and by that 
time they have metastasized. The patient usually dies 
in from twelve to twenty-four months from the time 
we first see him, and this in spite of all we can do. 
Radium, deep therapy or wide resection, or a combi- 
nation of these methods avails little or nothing, for 
they die as a result of their metastases. My idea is to 
leave them alone and drain suprapubically for reten- 
tion. This does not add to their misery. It helps 
them. I am almost afraid of the reaction that follows 
radium in these cases. I consider them hopeless from 
the time we see them because of the metastases which 
are already present. I believe that every patient with 
carcinoma of the urinary bladder will, if intercurrent 
disease does not carry him off, eventually die of a 
metastasis even though the primary site shows no re- 
currence. 

With this unpromising outlook what can we do? 
Cancer does not come from normal tissue nor does it 
come out of a clear sky. Cancer is distinctly individ- 
ualistic. Heredity is the telling factor. Cancer is the 
result of the constitution of the patient. Constitution 
is a summary of all the influences to which the human 
being is exposed from the moment of conception down 
through its life, customs and living environment and 
occupation. 

We can at times readily trace certain disease tenden- 
cies back from three to five generations: for example, 
gout, arthritis, migraine, diabetes, renal disease and ul- 
cer of the stomach. We do not often see ulcer patients 
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who develop a carcinoma of the stomach, and when 
they do it seldom occurs in an ulcer or an ulcer area, 
but in some other part of the stomach. 

In some families cancer also is present and springs 
up in individuals of succeeding generations, while 
others living under the same conditions never develop 
it. This seems clearly to point out that some persons 
are resistant to cancer and others are most susceptible 
to it. 

Cancer seems to be a dominant strain in certain fami- 
lies. All clinical and experimental evidence point out 
that there are cancer families where, if the strain lives 
and reproduces long enough, every member will develop 
cancer and die of it. 

This morning Dr. Wallace, in the history of one of 
his cases, gives proof of this condition. One of the 
men whom he operated upon for carcinoma of the 
bladder was 41 years old. This man’s father had pre- 
viously been operated upon for cancer at about the 
age of 60. A history such as this is quite significant. 
In these individuals there is a congenital disturbance 
of development and there are misplaced embryonal 
cells, which in turn become the site and origin of can- 
cer when the constitutional inheritable factor is present 
in the strain. This clearly shows that some are re- 
sistant to cancer and others most susceptible to it. 
When we mate a susceptible to a resistant individual 
the weaker strain is helped. It is because cancer sus- 
ceptible people are intermarrying that our cancer rate 
and mortality are increasing, and we are seeing cancer 
at earlier ages than was the case some time ago. 

Cancer resistance or susceptibility is a dominant char- 
acter in certain germ plasma and this applies to the 
bladder as well as to any other part of the body. 
Much work has heen done to decrease the mortality 
and incidence of uterine and mammary cancer by edu- 
cation. The general surgeon and gynecologist are see- 
ing these cases earlier and are at least adding to the 
life expectancy and comfort of these people. 

If we, as urologists, will make a detailed study of 
our patients, delve deeply into their family history as 
far back as possible and educate them as to the pos- 
sibility of inheritance and cancer tendencies in their 
own immediate families and the ones their children 
marry into, the coming generations will have a better 
chance of escaping cancer. At the present time there 
is an increasing amount of proof both clinical and ex- 
perimental to sustain these premises. Much of the 
present knowledge of tumor and carcinoma has come 
from the urologists. Tumors of the bladder are only 
a part of the general picture. 

By educating the public great good can be accom- 
plished. Let us impress it with the fact that there is 
a predilection either for or against cancer. At present 
I feel that as regards types 3 and 4 we can offer 
nothing but palliative measures. Some persons with 
types 1 and 2 will live for a long time, but eventually 
metastases will occur. 

Dr. Frank S. Crockett, Lafayette, Ind—The discussion 
of bladder tumor by Dr. Wallace has many points that 
I wish to commend. The three that I shall stress, how- 
ever, are: (1) hematuria; (2) differentiation of type; 
and (3) treatment. 

Formerly, the patient with painless hematuria was 
given medicine and advised that it was probably of no 
importance. Blood appears in the urine from many 
conditions other than bladder tumor. Hence, the gen- 
eral practitioner was justified from his own experience 
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in not being unduly alarmed at every appearance of 
blood in the urine. The general practitioner is a man 
of keen observation; and in his experience the vast 
majority of cases that had a little blood in the urine 
did not die a horrible death from bladder cancer. The 
relatively few cases where cancer did develop, we see; 
and bleeding, therefore, duly impresses us, as urolo- 
gists, as a very important diagnostic symptom. 

I agree with Dr. Wallace’s insistence that the urolo- 
gists are the only ones equipped and experienced prop- 
erly to interpret this symptom; but we shall not have 
the opportunity to do this if we do not educate our 
physician friends to the value of the earliest diagnosis 
of bloody urine. 

The diagnosis of bladder tumor presents no great 
difficulty now that we have the cystoscope. But the 
differentiation of the tumor presents greater difficulty. 
The differentiation of the markedly malignant from 
the palpably benign is not difficult to the cystoscopist 
of experience. But even the most experienced find 
difficulty in classifying the border-line cases; we nearly 
all differ from one another in our interpretation of what 
we see. We find the best trained men differing not 
only from one another, but from their co-workers, the 
pathologists; and the pathologists differ from one an- 
other in these border-line types. For example, you will 
find men who claim that the classification depends upon 
the part of the tumor from which the specimen is 
taken, that you can see a benign part or a malignant 
part. Again, some have insisted that it makes no dif- 
ference; if it is malignant, it is malignant all over. 

Consequently we have to depend upon certain clin- 
ical appearances. I am in sympathy with Frontz’s dif- 
ferentiation. In his clinical classification he would con- 
sider all growths benign with certain exceptions, and 
his first exception is where he sees some infiltration 
of the bladder wall; or where, secondly, he sees some 
necrotic area in the bladder wall before it is treated; 
or thirdly, where, if the case has been treated, he has 
seen a slowness of separation of necrotic treated areas. 
Keys has been so influenced by this apparent lack of 
unanimity in interpretation of bladder growth that he 
would go even further; he would dispense with the pa- 
thologist altogether and merely consider anything as 
clinically malignant which resulted in the death of the 
individual, and as clinically benign anything that did 
not so result. In other words, we must make our clin- 
ical interpretation by what we see. The ease with 
which benign growths may be destroyed by endoscopic 
methods makes the malignant types of greatest interest 
to urologists. 

Dr. O'Neil says the patients all die, and that is a 
gloomy outlook. I do not believe it is quite so bad 
as that. I believe there is a fairly wide margin of 
border-line cases where you do cure. But the border- 
line type that returns must be treated as malignant. 
That envisages the proposition that we make a border- 
line trial, that we may in types 2 and 3 make a pre- 
liminary benign diagnosis, that we give the patient 
the benefit of the doubt; we fulgurate and see what 
happens. If the growth keeps coming back we are 
going to have to do something besides fulgurate. These 
cases are very slow to metastasize. We do not subject 
the patient to undue risk by giving him a clinical trial. 

I had hoped that Dr. Wallace would advance some 
better method of treatment than we have now. I 
must confess to a lack of confidence in my therapeutic 
attack. The purely surgical measure of resection of 
One never 


the bladder wall leaves much to be desired. 
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is sure of having removed a sufficiently ample margin 
around the growth. Keys points to this lack of confi- 
dence when, after resection, radium seeds are implanted 
about the area. He wonders why. If either one jis 
correct, why use the other? And if either is not de- 
structive of the neoplastic tissue, why use it at all? 
The only answer to that is that we have not com- 
plete confidence in either of these things and we have 
to use anything that we think might be of some benefit 
in the case. I do not believe that you shall be so 
logical that you deny your patient anything which may 
do him some good. I have used deep x-radiation in 
a number of cases. While it is of much value in re- 
lieving symptoms, it has proven disappointing in con- 
trolling this condition. The symptom that it relieves is 
pain. It will many times check, if not stop, bleeding, 
and it will help to clear up the malodorous condition 
that sometimes develops in these cases. Radium im- 
plants or the non-carbonizing diathermy current seems 
to give the greatest promise at present. By the non- 
carbonizing diathermy current, I mean a different thing 
from what Dr. Wallace advises. Neither the radium nor 
the non-carbonizing diathermy is fool-proof. My ex- 
perience has been largely with diathermy. I do not 
believe Dr. Wallace mentioned it in his paper. I prefer 
it because, in my hands, it seems a more exact instru- 
ment. If the technic as suggested by Corbus and 
O’Connor, of Chicago, is followed, the results will be 
best; if not, they will be disappointing. Radiation with 
radium preliminary to endoscopic fulgurization gives 
more lasting results in the border-line or type 2 or 3 
case. But I would double the milligram hours of 
radium that Dr. Wallace has suggested. I would come 
nearer giving 600 milligram hours. 

With the undoubted malignant growth the bladder 
must be opened. There is no objection to resection 
where the tumor is in a readily accessible part. But 
our inability to determine definitely the outer limits 
of infiltration around a tumor is a great handicap in 
resection. The diathermy current may be used beyond 
the limits justified in resection; a wider margin about 
the growth may be diathermized without destroying the 
tissue. There is no sloughing after diathermy, but a 
pliable cicatrization results. Radium alone has re- 
ceived most enthusiastic approval by many Eastern op- 
erators, but it has been followed in a few of my cases 
by very severe and lasting painful bladder symptoms, 
which have dampened my earlier enthusiasm. 

Dr. McKay’s case of metastasis to the brain is a 
very interesting contribution and undoubtedly the con- 
dition has occurred in more than the two cases re- 
ported. I am sure I should have overlooked it in the 
past, and I am not sure that I will recognize it in the 
future. The important point to me is that we should 
not be less observant of possible complications because 
of their rarity. 

Dr. D. W. Harris, Miami, Fla—If I have learned 
anything in my experience with bladder malignancies, 
it is that early diagnosis is the only thing that holds 
out any hope for relief to these unfortunate victims. 

The cases that I saw when I first came here in 1921 
and 1922 were not of the early type. I diagnosed 
them on cystoscopic examination, and sent three cases 
to Dr. Geraghty in Baltimore. In all three cases radium 
was used. They were all advanced. All three came 
back on my hands and died miserable deaths in from 
one to three months. After this experience I was very 
much discouraged with the use of radium. Later, Dr. 
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Geraghty told me that it had become a question in his 
mind whether we are ever justified in placing radium 
in the bladder. I seriously question the wisdom of 
using radium, and no patient of mine with my con- 
sent will ever have it again. The patients are left with 
small contracted bladders, with small capacity, usually 
a severe trigonitis. They have tenesmus, frequency, and 
severe pain, which even morphin in large doses affords 
scant relief. 

In the past eight years I have had seventeen cases. 
All are dead except one. I have treated several by the 
use of fulguration, by which means I was able to keep 
them fairly comfortable over a period varying from 
six months to 14 years. 


Dr. Gideon Timberlake, St. Petersburg, Fla——Radium 
and fulguration hold the only mastery over bladder 
tumors. I feel that Dr. Harris might change his views 
did he know that when his cases were radiated at the 
Johns Hopkins they were done after a very blind and 
guessing fashion. I wish merely to point to the fact 
that there was nothing accurate about the application 
of the radium, because the cases were diagnosed with 
cystoscope and by some of the best cystoscopists and 
interpreters; but the radium was applied by a carrier 
which had no cystoscope nor periscope which would 
enable the operator to place the radium on the proper 
spot and under vision. If the radium were once there, 
and this by accident, the patient might easily move, 
which they all do, and the mechanical device for hold- 
ing the radium carrier was not trained to follow them 
about. I do not condemn either the radium or op- 
erator because they were doing the best they could, 
however poor the results. 

In June, 1920, I published an article showing how 
I had employed Young’s cystoscopic rongeur for car- 
rying radium emanation cartridges into the bladder, 
and with the cystoscope had directed the radium to 
the mass. Larger doses were used and the operator 
could easily hold them and watch to see that the 
radium followed the patient’s movements with a more 
nearly accurate application. This same method was 
employed for cross-firing; that is, with large millicurage 
from within and without applied for short periods. 
The results have been splendid, as some of my patients 
and the patients of others will attest. Fulguration or 
electrocoagulation with an adjustable electrode of my 
own invention has served me best and is the simplest 
and most efficient method. The instrument does not 
leak and permits the operator to plunge the wire into 
the heart of the tumor or to arrest hemorrhage by 
similar punctures about some bleeding crater. I have 
no faith in x-ray therapy for bladder tumors except 
for the purpose of arresting mild degrees of hemor- 
rhage. As a curative agent, the x-ray seems negligible. 


Dr. A. J. Underhill, Baltimore, Md—I quite agree 
with Dr. Timberlake about the use of radium. If it 
is properly placed we get no bladder symptoms refer- 
able to its use. 

Regarding bladder tumors in general, we have the 
same pessimistic reaction after talking about them that 
we have always had whether they recur or not. I 
have seen them recur ten years after the patient had 
been treated and discharged with a smooth mucosa over 
the site of the tumor. 

Deep x-ray therapy, I believe, if properly used, is a 
valuable form of treatment in many instances. I 
stopped using it for a long interval because of the 
frightful depression which followed the 20 or 30 min- 
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ute exposures. This depression was so profound that 
one patient committed suicide in spite of the fact that 
the growth was markedly improved and the local symp 
toms had entirely cleared up. For the past two years 
I have been giving it in one or two minute exposures 
daily for periods of two or three weeks. I get no reac- 
tions whatever under these conditions, and no consti 
tutional evidences of toxic absorption, but often a de 
cided change in the appearance of the tumor mass 
One will frequently see under these conditions an ul 
cerated mass resolve itself into a keloid-like area on 
the bladder mucosa or in some instances clear up en 
tirely, leaving the mucous membrane apparently in 
tact. 

It is possible under this method of exposures that 
the rapidly proliferating tumor cells are exposed to the 
influence of the rays at or near the moment of cell divi- 
sion and therefore when they are least resistant. The 
majority of these patients complain of hematuria only. 
The routine I follow is this: the ulcer is fulgurated to 
stop the bleeding. Then they get an exposure of 
radium followed by deep x-ray therapy daily for the 
succeeding two or three weeks. If the skin of the ab- 
domen shows desquamation or other signs of irritation 
the treatment is stopped for the time being. This 
course is repeated after an interval of six weeks if 
necessary. 

I had an unusual number of cases of tumor of the 
bladder in 1926, fourteen in all. Of the fourteen, five 
are dead; one of them died a week after I first saw 
him. The other nine are still living and apparently 
well. @ 

It seems that only some form of constitutional treat 
ment will ever suffice to control or prevent metastases. 
The most promising treatment at the present time may 
be with the colloids of various metals. The two most 
used in this Country at least are gold (as advocated 
by Dr. Ochsner) and lead, this latter the heaviest and 
therefore the most poisonous of those used. The com- 
bination of the lead poison and the toxins absorbed 
from the tumors when the latter have been exposed at 
the same time to radium or deep x-ray therapy results 
in a large mortality. There are a number of less poi- 
sonous metals, however, the colloids of which may be 
used. 


Dr. E. Clay Shaw, Miami, Fla—I should like to 
show you a case and present an operative procedure 
for carcinoma oi the bladder involving the trigone and 
posterior urethra. 

This patient had suprapubic prostatectomy about 
seven years ago. His recovery was uneventful and 
there were no urinary symptoms until two years ago, 
at which time he developed hematuria and painful 
urination. Cystoscopic examination revealed a necrotic 
tumor involving the trigone and extending downward 
into the posterior urethra. The urethral extension was 
probably due to the destruction of the internal sphincter 
at his previous operation. The bladder beyond the 
trigone was not involved. The patient was first sub- 
jected to extensive fulguration under general anesthe- 
sia, but the tumor promptly recurred. He continued 
to suffer great pain and voided every few minutes day 
and night. 

About six months ago I removed the tumor by a 
perineal approach under spinal anesthesia. The apex of 
the prostate was divided at its junction with the mem- 
branous urethra, and the entire prostate, seminal vesi- 
cles and trigone were removed as in Young’s radical 
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operation for carcinoma of the prostate. The tumor 
growth was found to involve the left ureteral orifice, 
necessitating the resection of a short portion of the 
left ureter. The ureteral stump was re-implanted into 
the bladder at a slightly higher level. The bladder was 
mobilized, the lateral edges brought together with 
chromic catgut, leaving a small opening anteriorly to 
which the membranous urethra was sutured. A urethral 
catheter was left in place for two weeks, during which 
time the operative wound completely healed. 

The patient has gained 20 pounds in weight since his 
operation, and cystoscopy two weeks ago did not show 
any recurrence of the tumor growth. The patient is 
completely continent and usually goes through the night 
with only one voiding. I will now show you the pa- 
tient (patient comes forward). I wish to call to your 
attention that this man has been sitting in the audience 
for nearly two hours and you will notice that his clothes 
are dry. 

Dr. Neil S. Moore, St. Louis, Mo.—I, too, in a small 
series of cases that I have recently reported to the 
American Journal of Syphilis have seen one tumor of 
the trigone of the bladder which was luetic. Under 
anti-luetic treatment the tumor of course dissolved. 

As to treatment in general of bladder tumors, I 
have used everything, and I do not know that I am 
particularly enthusiastic about anything. If I were 
given a choice of one method of those at our disposal 
at this time, I would certainly choose fulguration, 
whether it be carbonizing or the other, or both. But 
we get in the early tumors, as to which I agree that 
all of them are potentially malignant, such uniformly 
good results over a great period of time that we do 
not believe in resecting the bladder. And some of the 
others, with hemorrhage, infection, sepsis and frequent 
urination, have gone for years before consulting a phy- 
sician, until the deeper coats of the bladder are in- 
volved and possibly metastasis has occurred, so as a 
rule resection of the bladder is hardly possible. At 
least it is not always possible in view of the fact that 
these tumors are usually situated at the base, the most 
fixed part, where surgery is a difficult undertaking. 

I have not had a case of metastasis from the bladder 
into the brain. I can see how very difficult that would 
be to recognize. However, I am sure that I have had 
two cases of metastasis into the lungs from bladder tu- 
mors. 


Dr. T. M. Davis, Greenville, S. C-—Often in tumors 
of the bladder the case has considerable hemorrhage 
with clots in the bladder and the growth covered with 
clots so that a diagnosis is impossible. 

I described in the Journal of the American Medical 
Association in June of this year a simple method for 
removing blood clots from the bladder. Unfortunately 
for ethical reasons the Journal would not permit the 
name of the commercial product which was used to 
appear. I have received so many inquiries as to where 
I obtained papain, the drug used, that I wish to de- 
scribe the method here. Three ounces of a 15 per cent 
caroid solution is instilled into the bladder and _ al- 
lowed to remain for about thirty minutes. This will 
dissolve practically all clots within the bladder. This 
is true of organized clots of several days’ duration. 
The bladder may then be cleared of blood by irrigat- 
ing through the cystoscope sheath. A simple procedure 
is to use a 21 F. cystoscope obturator within a 24 F. 
concave cystoscope sheath, using the obturator as a 


curet for breaking the clots as they clog the fenestrum 
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of the sheath, having the patient attempt to void at 
the same time. With the above procedure I have 
often emptied a bladder full of clots in several minutes, 
with less effort than with any previous instrument. 

I have used colloidal metals in some malignant cases. 
The hemoglobin, appetite and general condition of the 
patient improved. There was shrinkage of the growth 
in many cases and relief of pain. But I do not believe 
that colloidal metals will cure carcinoma. 


Dr. Wallace (closing) —If tumors are so situated 
that they can be completely visualized, active destruc- 
tion by fulguration should be used. But if they are 
large and so situated that you cannot completely out- 
line the growth, then fulguration should be omitted, 
and the bladder should be widely opened by the supra- 
pubic route, enough for good exposure of tumor, and 
the cautery should be applied directly to the tumor 
mass. After the mass has been thoroughly charred, 
radium needles should be applied around the circum- 
ference of the destroyed tumor, the number of hours 
they should remain to be governed by the individual 
case. In addition, when the patient has reacted from 
the operation, deep x-ray therapy should be given. 

I like Dr. O’Neil’s classification very much. I be- 
lieve that it simplifies the diagnosis and tells us which 
treatment should be applied to each individual type. 

Dr. McKay (closing).—I was interested in what Dr. 
O’Neill had to say of the intermarriage of cancerous 
subjects. This might be another valuable point to be 
included in educational propaganda on the subject. 

The point that I was trying to bring out was that 
our patient had been well of all systemic symptoms 
for eighteen months; and when he developed intracranial 
symptoms we had a consultation with one of the best 
internists and we did a spinal puncture. What I 
wished to emphasize was the fact that the patient had 
typical text book symptoms of brain tumor and none 
of the numerous consultants had nerve enough to make 
a diagnosis before autopsy. 


SOLITARY CYSTS OF THE SPLEEN* 


By L. Wattace Frank, A.B., M.D., F.A.CS., 
Louisville, Ky. 


Since the time of the ancients the spleen has 
been considered an organ of mystery. In the 
days of Aristotle it was known that the spleen 
could be removed without any change manifest 
in the individual; in fact, it was a common cus- 
tom to remove the spleen in runners in order to 
increase their speed. Many splenectomies were 
done on account of prolapse of the spleen 
through incised wounds in the left loin. To 
this day our knowledge of the functions of the 
spleen is most uncertain. We do know that it 
plays some part in the formation and destruc- 
tion of the blood cells, and diseases of the spleen 
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may be evidenced by changes in the blood pic- 
ture or deviation of the normal characteristics 
of the blood. 

Of the diseases which involve the spleen that 
of unilocular cyst has been extensively studied 
since 1904 by Heinricius, Monnier, Laspeyres 
and especially by Powers and Fowler. Cysts of 
the spleen may be divided into three classes: (1) 
dermoid, of which there are two cases reported, 
the first by Andral in 1829; (2) parasitic cysts, 
which are due to invasion by the echinococcus; 
and (3) non-parasitic cysts, which is the type 
we wish to bring before you. 

Non-parasitic cysts have been grouped by 
Fowler as follows: ; 

(1) True cysts: (a) infoliation cysts (inclusions of 
the peritoneum, inflammatory or traumatic), small and 
multiple, may be superficial or deep. 

(b) Dilatation cysts: polycystic disease of the spleen 
resulting from dilatation of the splenic sinuses. Mul- 
tiple. 

(c) Neoplastic cysts as lymphangioma or 
gioma. Often it is impossible to differentiate 
from the previous type. 

(2) Pseudocysts: (a) traumatic. These may arise 
from a hematoma and are usually large and unilocular. 

(b) Degeneration cysts. These arise from secondary 
changes in an infarcted area. They are usually large 
and solitary. 

Later, Fowler changed the classification and divided 
non-parasitic cysts into five types: traumatic, inflamma- 
tory, degenerative, dilatative and neoplastic. This lat- 
ter classification is certainly preferable to the first one 
and yet is not without objection. 


heman- 
these 


For clinical purposes we believe that a sim- 
pler classification would be: first, inflammatory, 
of which type the tuberculous cyst reported by 
Peck is an example; secondly, degeneration cysts 
such as secondary changes in infarcted areas 
would produce; and, thirdly, true cysts which 
may result either from a dilatation of the splenic 
sinuses or may be the resuit of lymphangioma 
or hemangioma. (It may be rather difficult to 
determine which.) True cysts of the spleen 
may be either small or large, but as the former 
are usually found only at autopsy they are of 
no clinical significance, and it is only the larger 
ones that concern us as surgeons. These may 
be either serous or bloody, depending on factors 
which we shall later discuss. 

In December, 1926, we reported before the 
Southern Surgical Association a case of large 
unilocular cyst of the spleen and at that time 
collected the number of cases which had ap- 
peared in the literature since 1921. Since our 
last article on this subject five additional cases 
have been reported by Novak, Sanders, Ban- 


SOUTHERN MEDICAL JOURNAL 


213 


croft and Jessup, Nekludow and Nekludowa, and 
Gatersleben. In addition to these cases which 
have appeared in the literature we should like 
to add two more. The first of these came to 
operation and on account of its size and the sub- 
sequent history, we think it should be reported 
in detail. 


L. B., 


a a negro woman, aged 39, was referred to us 
by Dr. 


C. C. Dewitt, of Louisville, in February, 1927. 
Her family history was negative. She had had one 
child nineteen years previously and no miscarriages. 
There was no history of injury, of malaria or typhoid. 
Her menstrual history was normal until two months 
preyiously, at which time she flowed three weeks. 

About seven years ago she noticed a small lump 
the size of a hen egg in the upper left abdomen, which 
gradually enlarged. At intervals of about a year she 
had noticed sharp pains in the region of the tumor 
which had been very severe, radiating to the back and 
over the entire abdomen. During these attacks the 
pain remained constant for several days or weeks, and 
she noticed that the attacks had become more severe 
and of longer duration. The abdomen had been grad- 
ually enlarging since the tumor was first noticed seven 
years before. About six weeks before we saw her, this 
patient developed severe pain in the upper abdomen, 
which continued to the time of examination, and dur- 
ing the preceding two weeks the abdomen had become 
much larger. She was nauseated and vomited at times. 
She was very short of breath. 

There had been no tachycardia and no urinary symp- 
toms; neither had there been any edema of the legs nor 
headaches. 

Examination showed a rather stout middle aged col- 
ored woman whose temperature was 100.8° F. and 
pulse 84 per minute. The mucous membranes were pale 
and the teeth in poor condition. There were no en- 
larged lymph nodes in the neck, axilla nor groins. 
The heart was of normal size, the sounds were clear 
and there were no murmurs. She was very dyspneic, 
but examination of the lungs revealed no abnormali- 
ties. The breasts were large, pendulous, and contained 
no tumors. 

The abdomen was greatly enlarged and contained a 
tumor which extended from the fifth rib in the mid- 
axillary line to 4 cm. above the symphysis and from 
the umbilicus back to the left kidney region. Over 
this area there was dullness, whereas tympany was 
elicited over the right abdomen. A definite notch could 
be made out at the level of the umbilicus. This mass 
was quite tender, was smooth and flunctuation could 
be demonstrated. The liver was not enlarged. 

The extremities were not edematous and the reflexes 
were normal. 

Examination of the blood showed hemoglobin 70 
per cent, red blood cells 3,640,000, white blood cells 
21,200. The red cells were pale and there was some 
poikilocytosis and anisocytosis. The platelets were not 
counted. The differential white count showed neutro- 
phils 82 per cent, mononuclears 11 per cent, transi- 
tionals 3 per cent, basophils 2 per cent and myelocytes 
2 per cent. The Wassermann was 4 plus. The urinal- 
ysis was negative. 

This patient was operated upon in February, 1927, 
through an upper left rectus incision which exposed 
a mass filling the entire left abdomen. The omentum 
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Photograph indicates the position and size of the splenic 
tumor. The measurements were 18x12 inches. 


was densely adherent to it and there were dense adhe- 
sions between the tumor, which was cystic, and the 
lateral abdominal wall and also between the tumor 
and the diaphragm. As I separated the adhesions be- 
tween the tumor and the left abdominal wall, thick 
reddish fluid began to escape from the tumor. A tro- 
car was then introduced into the sac and two gallons 
of thick reddish turbid fluid were evacuated. After the 
sac was emptied the pedicle of the tumor could be 
seen. Owing to the density of the adhesions between 
the sac and the diaphragm, removal of the mass was 
deemed inadvisable. The condition of the patient was 
not good. Her pulse was 150 per minute while she 
was on the operating table and she took the anesthetic 
poorly. The cyst was opened and in it were seen gray- 
ish flocculi floating in the thick red fluid. The lining 
of the cyst was granular in appearance, of a red color 
with the grayish material adherent to it in places. A 
piece of sac wall was excised for examination and the 
wall then sewed to the peritoneum. A tube and three 
gauze strips were introduced into the sac and the wound 
was closed. 

The pathological report of the specimen removed re- 
vealed the cyst wall to be made up of granulation tis- 
sue of varying age, attached to the omentum. The 
oldest part of the granulation tissue was on the exte- 
rior, indicating that the cyst wall was being gradually 
and slowly organized. The inner portion was quite 
densely infiltrated with leucocytes, polymorphonuclears 
chiefly, with a number of lymphocytes, endothelial cells 
and plasma cells deep in the wall. In the inner portion 
there was old and recent hemorrhage. There was no 
epithelial nor endothelial lining, the granulation tissue 
being naked in the cyst cavity. Sections were searched 
for organisms, but none was seen. There was no 
splenic tissue. The specific nature of the cyst could 
not be determined from the material except that it 
was inflammatory and not neoplastic. (Report of Dr. 
A. J. Miller, Pathologist, University of Louisville Med- 
ical School.) 


The fluid was examined chemically and _ bacteriolog- 
ically and revealed the presence of blood cells, choles- 
terin crystals and some bacteria of the coccus type. 
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The patient gradually improved and four days after 
operation it was noted that the lymph nodes in the 
neck, axilla and groin were gradually enlarging. This 
enlargement continued until those in the sub-maxillary 


region became 3.5 cm. in diameter. These nodes re- 
mained enlarged for several months, even though they 
were treated with the x-ray. We believe that this 
enlargement was compensatory and represented Na 


ture’s attempt to make up for the lack of function of 
the spleen. 

The subsequent history of this case may throw some 
light upon the production of hemorrhagic cysts of the 
spleen. This patient continued to drain for more than 
a year. At each menstrual period over this length of 
time there was bleeding from the drainage tract. This 
blood was usually fresh. For several months the bleed 
ing ceased, but during this time she had discomfort 
in the region of the spleen at the menstrual epoch. 
Recently the bleeding has recurred and for the past 
several months she has had hemorrhage from the sinus 
lasting five to ten days. 

To our mind this is an important observation 
in that menstruation has been considered an 
important etiological factor in the production 
of these cysts. Of the 73 cases we reviewed 
in 1926, 47, or 64 per cent, occurred in women, 
which is in accord with the figures of Hamilton 
and Boyer, who found 65 per cent in females. 
As a result of our observations of the reported 
case, one cannot help but conclude that the 
spleen and its blood content vary with men- 
struation. 

The reason of reporting this case in detail is 
two-fold: first on account of the size. The 
largest cyst previously reported contained about 
2000 c. c. of fluid; this one contained more than 
7000 c. c. The second reason is the fact that 
we have been able to keep in touch with this 
patient and thereby have learned of the dis- 
charge of blood from the sinus during menstrua- 
tion, and that there is still drainage from the 
drainage tract. We shall discuss the importance 
of this when we consider the etiology of non- 
parasitic cysts of the spleen. 

The second case we are reporting chiefly to 
record it in the literature. This disease is not 
a common one and we think that it is desirable 
to know its frequency and also to bring the dis- 
ease before the minds of the profession. 

Mrs. M. S., aged 31, was referred to us by Dr. David 
Cohen, of Louisville, in April, 1929. She had had two 


children and no miscarriages and the family history 
was negative for tumors, cancer or tuberculosis. She 


stated that she had had typhoid fever in childhood 
and the usual infectious diseases of childhood. 

The history of the present complaint was as fol- 
lows: in July, 1926, she was delivered of her second 
baby and following the confinement she noticed a sore- 
ness under the left rib margin (although no tumor was 
present at this time). About a year later she con- 























Vol. XXIII No. 3 


spleen. 
in the 


sulted Dr. David Cohen, who found an enlarged 
At this time she was having much discomfort 
upper left abdomen and she noticed that the tumor 
was increasing in size. She was given a series of six 
x-ray treatments, following which she was told that 
the growth was smaller. When seen by us she was 
having considerable pain in the back and felt as though 
she had a ball in the upper left abdomen. She was 
about six weeks pregnant. Other than this her history 
was essentially negative. 

Examination showed a well nourished young woman 
whose blood pressure was normal. The examination of 
the heart and lungs, neck and breast was negative. 
The abdominal wall was relaxed and there was a small 
umbilical hernia. The liver was not enlarged, the 
spleen extended four inches below the costal margin. 
It was smooth, fluctuated and there was slight tender- 
ness on pressure. The mass was not freely movable, 
and there were no other masses nor areas of tender- 
ness. Except for the size of the uterus and the soft- 
ness of the cervix there were no other positive find- 
ings. 

The blood count was: hemoglobin, 75 per cent; red 
cells, 4,300,000; white cells, 6800. 

In considering the etiology of splenic cysts 
it is agreed by all authorities that trauma is an 
important factor. In the 73 cases previously 
studied by us there was a history of trauma in 
18. In these seven additional cases there is no 
history of trauma in those whose records we 
have been able to follow. Hence, in a total of 
80 cases trauma seems to be a causative factor 
in about 22 per cent, certainly too small a per 
cent to prove that trauma plays an important 
role in the etiology of the disease. 

Sex, or rather menstruation and pregnancy, 
seem to be important factors in the production 
of unilocular cysts of the spleen. Of the 80 
cases of splenic cysts reported, 52, or 66 per 
cent, occurred in women. Of these 52, 30 oc- 
curred between the ages of twenty and forty 
and eleven (authentic) had a definite associa- 
tion with pregnancy. Monnier explains this in- 
stance of occurrence during the reproductive pe- 
riod by the fact that the spleen becomes con- 
gested in pregnancy, during menstruation and 
at the menopause. Powers says: 

“Aside from the information furnished by sex and 
age the meagerness of the earlier reports makes accu- 
racy impossible, regardless of the original cause... . . 
We often find recorded an acute exacerbation in the 
symptoms, and aside from childbirth we know nothing 
of the cause for such exacerbation.” 

That there is a congestion of the spleen dur- 
ing the menses is shown by the subsequent his- 
tory of the first case which we reported. In 
this, we noticed discharge of blood from the cyst 
cavity at each menstrual period for twelve 
months following her operation. The flow 
ceased and has since recurred regularly during 
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each menstrual epoch. Furthermore, in the sec- 
ond case, the enlargement of the spleen was not 
noticed until after the confinement of the pa- 
tient, and so it was with the case which we re- 
ported before the Southern Surgical Association. 

We believe that in the beginning all these 
cysts are serous in type and that they become 
blood cysts due to the congestion of the spleen 
which occurs during menstruation and the bleed- 
ing into them which may occur at this time. 
Howald concurs in the view that all cysts of 
the spleen are primarily serous in character. We 
furthermore believe that in the beginning all 
cysts of the spleen are small and result from 
a dilatation of the normal lymph spaces in the 
organ. In many specimens which have been 
studied there is no definite lining wall, but a 
thin, smooth membrane; in others there is a defi- 
nite endothelial lining which is found even in 
some of the blood cysts. In the case reported 
by Sanders, which was a blood cyst, the wall 
of the cyst was composed of fibrous tissue and 
had no endothelial lining. In Novak’s case 
there was a single layer of cuboidal epithelium 
in places and where the epithelium was absent 
he believed its loss was due to pressure atrophy. 
In the case which we first reported in Decem- 
ber, 1926, there was a definite endothelial lining. 
The size of this cyst, its lining and the physical 
and chemical examination of the fluid would 
indicate that it had begun as a dilatation cyst 
and then gradually enlarged. The lining cells 
appeared more like mesothelium or endothelium 
which is added evidence in favor of the view 
that the cyst originated in a dilatation of the 
lymph sinuses of the spleen. In the case herein 
reported no definite lining cells could be made 
out, as the wall showed necrosis and the bloody 
character of the fluid which was present may 
have obliterated them. Certainly the subsequent 
history of prolonged discharge which is going 
on even now would indicate that there is some 
type of epithelial or endothelial lining, other- 
wise we should have had a gradual obliteration 
of the sac with cessation of drainage. 

As to the symptoms of cysts of the spleen, 
these vary with the size of the tumor and the 
presence or absence of adhesions. In those cases 
where pain is a marked symptom we should be 
inclined to think that the cysts were of the hem- 
orrhagic type, the pain being due to the sudden 
distension of the cyst by bleeding into it. 

As to treatment, splenectomy is the ideal pro- 
cedure. This we did in our first case and it is 
possible in most cases of cysts of the spleen. 
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Some cases must be drained, as in the case we 
have reported today where it was impossible to 
deliver or free the spleen on account of the 
density of adhesions between the cyst and the 
diaphragm or surrounding organs. The sac 
was marsupialized on account of the fact that 
we believed the cyst had become infected and 
were afraid of a fatal peritonitis. Sanders re- 
sected the spleen and sutured it. This can be 
done, but is not without danger. Splenectomy 
is easy in the large per cent of cases and as it 
is apparently not harmful to the individual, it 
should be the treatment of choice. 


SUMMARY 


In summarizing, we wish to emphasize the 
following points: 

(1) We have herein presented a case of cyst 
of the spleen which is the largest so far re- 
corded. Its contents were in excess of 7000 c. c. 

(2) This case illustrates the relationship of 
the spleen to menstruation and shows the pos- 
sible formation of hemorrhagic cysts of the 
spleen. 

(3) The splenic cyst has primarily a lining 
endothelium. This endothelium may be absent 
due to obliteration by hemorrhage into the cyst 
cavity. 

(4) The ideal treatment of unilocular cysts 
of the spleen is splenectomy. 


BIBLIOGRAPHY 


1. Heinricius: Arch. f. klin. Chirurgie, 72:138, 1904. 
2. Monnier: Beitrage z. klin. Chirurgie, 41. 
3. Laspeyres: Centralblatt f. d. Grenzgeb. d. Med. u. 
Chirurgie, 1964. 

4. Powers: Ann. Surg., 43:48. 
5. Fowler: Ann. Surg., 57:660. Also 74:20, 80:58. 
6. Frank: Ann. Surg., 85:360. 

Precis d’Anatomie Pathologique, Paris, 


7. Andral: 
2, 1829. 

8. Novak: Surg., Gyn. & Obst., 45:586. 

9. Sanders: Brit. Jour. Surg., 16:158. 

10. Bancroft and Jessup: Surgical Clinics of North 
America, Oct., 1928. 


DISCUSSION (Abstract) 


Dr. Isidore Cohn, New Orleans, La—Dr. Frank told 
me that he expected to excise some of those glands for 
histological examination, because that might throw some 
light on the origin of this tumor. That the tumor 
originated within the spleen, or was part of the spleen, 
is uncertain, because I understood from the paper that 
he did not see the spleen. So there is a question as 
to whether the cyst was actually in the spleen or at- 
tached to it. I offer that merely as a suggestion. 


The question of trauma seems to be _ eliminated. 


Neoplasm is hardly entirely eliminated because all we 
have is the cyst wall and pressure has destroyed some 
of the characteristics of the wall. 
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One type of cyst, the tuberculous cyst, is certainly 
eliminated as far as one can say, because tuberculous 
cysts are usually associated with poikilocytosis, which 
this patient did not have. It will be interesting when 
the case is finally published to know whether there is 
a neoplasm. 


Dr. Frank (closing) —Of the cases previously re- 
ported there are only two in which the Wassermann 
was four plus. Apparently syphilis plays no part in 
the causation whatever. What the pathological exam- 
ination of the gland is going to show is of prime im- 
portance in this case. 





HYPERNEPHROMA IN A DOUBLE 
KIDNEY* 


By E. Ciay SuHaw, M.D., 
Miami, Fla. 


Developmental anomalies of the kidney ap- 
parently do not predispose to neoplasm. <A 
search of the literature reveals only two cases 
of malignant tumor that occurred in a double 
kidney and only three in a horseshoe kidney. 
Of the latter group, two cases reported by Hil- 
debrand! and Gibbons? were sarcomas in chil- 
dren. The third case of neoplasm in a horse- 
shoe kidney, reported by Wechsler,? was of hy- 
pernephroma in an adult. 


Noegeli,? in 1926, reported a case of hyper- 
nephroma occurring in the lower portion of a 
non fused double kidney. The tumor was re- 
moved without the duplication being recog- 
nized. The wound began draining urine a few 
days later. The upper uninvolved kidney was 
subsequently removed. In this case the ureteral 
duplication was complete, the kidneys were not 
fused and, according to Pohlmon’s classification,® 
the case would fall in group B25. Noegeli also 
cites a previous case reported by Stevens of hy- 
pernephroma which occurred in a fused double 
kidney with incomplete duplication of ureters, 
that falls in group B2a of Pohlmon’s classifica- 
tion. 

The case described below is the third reported 
instance of a malignant tumor in a kidney with 
double ureter. The tumor was a large hyper- 
nephroma developing in the lower portion of a 
kidney with two pelves and incomplete duplica- 
tion of the ureter. According to Pohlmon’s clas- 
sification, this case falls in group A. 





*Clinic, General Clinical Session, Southern Medical 
Association, Twenty-Third Annual Meeting, Miami, 
Florida, November 19-22, 1929. 


*From the St. Francis Hospital, Miami Beach, Fla. 














Vol. XXIII No. 3 


SOUTHERN MEDICAL JOURNAL 217 








4 


Fig. 1 


Pyelogram showing two kidney 
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Specimen removed at operation after stripping 


off 


fatty capsule. 


H. B. W., a man of 38, was referred by Dr. H. A. 
Walker, of Hollywood, March 16, 1926. He com- 
plained of pain in the right side and hematuria. While 
cranking a car two days before he had a sharp pain 
in the back and a few hours later noticed blood in his 
urine. His urological history prior to that time was 
negative except for a similar but milder attack of 
hematuria that occurred one year before, following a 
blow in the right loin. His general health was good and 
there had been no recent loss of weight or strength. 
The patient was well developed, well nourished and of 
healthy appearance. Physical examination was negative 
except for the findings in the urinary tract. On abdom- 
inal examination, a mass was palpated on the right side 
extending from beneath the costal margin to the level 
of the umbilicus. The left kidney was not palpable. 
The urine was heavily blood stained and contained clots, 
but was uninfected and contained no other pathological 
elements. Rectal examination was negative. The cysto- 
scope was inserted immediately and a stream of bright 
red blood was seen spurting from the right ureteral 
orifice. The bladder was otherwise normal. 

The patient was put to bed and after three days the 
urine became grossly clear and the pain in the right 
kidney region had disappeared. He was then cysto- 
scoped a second time and bilateral pyelo-ureterograms 
and functional tests were made. The right pyelo- 
ureterogram showed the kidney to be greatly enlarged 
and to contain two distinct non-communicating pelves, 
drained by separate ureters that united near the level 
of the first sacral vertebra. The upper pelvis showed 
only slight hydronephrosis, but the calices of the lower 
were greatly elongated and distorted, as is usually ob- 
served in extensive renal neoplasm. Left pyelo-uretero- 
gram showed a normal kidney and no duplication of 
the pelvis or ureter. There was 10 per cent excretion 
of phenolsulphonephthalein from the right and 30 per 
cent from the left in 30 minutes. X-rays of the chest 
and bones were negative for metastases. From these 
findings a diagnosis was made of malignant neoplasm 
involving the lower portion of the right deuble kidney. 

Nephrectomy by the transperitoneal approach was 
performed March 23, 1926. A right rectus incision was 
made extending from the costal margin to a point 6 cm. 
below the umbilicus, supplemented by a lateral trans- 

















Fig. 3 
Section from tumor. 
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verse incision midway between the costal margin and 
umbilicus of a length of 5 cms. This allowed an ex- 
cellent exposure of the entire kidney pedicles. 

In as far as possible, the vessels were ligated before 
disturbing the kidney. The blood supply was exceed- 
ingly rich, several of the collateral veins being as large 
as a lead pencil. The artery and renal veins were li- 
gated at their junction with the aorta and vena cava. 
Both the latter structures were well exposed. The 
kidney was removed with its entire fatty capsule intact, 
which included the right suprarenal gland. The ureter 
was cut below its bifurcation at the level of the pelvic 
brim. 

There was a fair amount of blood lost during the 
operation and the patient was severely shocked for the 
first 24 hours, but reacted well after that time. Con- 
valescence was uncomplicated except for superficial 
infection of a small portion of the wound that oc- 
curred during the second week. He was discharged from 
the hospital 22 days following operation with the in- 
cision well healed. 


PATHOLOGICAL REPORT 


The specimen consists of a kidney surrounded by a 
thick fatty capsule that includes the adrenal. There 
are many large veins in the capsule, especially over the 
lower larger pole. 

The capsule strips off the upper portion readily, 
but is densely adherent over the lower halt. The 
stripped kidney is roughly club-shaped and measures 
19 cm. in its longest diameter. The upper smaller part 
is smooth and has the external appearance of normal 
kidney tissue. The lower portion is nodular and shows 
numerous large hemorrhagic areas on the surface. At 
the hilum two ureters of equal size emerge close to- 
gether and run parallel 13 cm. before uniting to form a 
common ureter of slightly larger caliber. On section 
the kidney is seen to contain two separate pelves, the 
lower being about twice the size of the upper. AI- 
though the configuration of the calices and pyramids 
indicates that the two pelves drain separately and are 
distinct units, no fibrous septum is seen either on the 
surface or on section that might be interpreted as a 
point of fusion of two kidneys. The quantity of nor 
mal-appearing renal tissues is almost equal to that of 
the average kidney. Invading the lower pole, there is 
a roughly spherical semi-necrotic mass four inches in 
diameter. The basic color is yellow interspersed with 
a variety of red and brown shades due to extravasated 
blood in various degrees of decomposition. In some 
areas the tissue is soft and necrosis is almost complete, 
while in others there are heavy deposits of fibrous 
tissue. One large area near the normal kidney sub- 
stance is made up of pink colloid material such as is 
seen in adenoma of the thyroid. There is a thick un- 
broken fibrous capsule surrounding the mass except at 
its junction with the normal kidney tissue. The epi- 
thelial lining of the pelvis and calices has not been in- 
vaded. 

Microscopic examination of sections taken from the 
tumor mass show everywhere the large, clear cells with 
abundant cystoplasm and small nuclei described by 
Grawitz. The cellular arrangement varies in different 
portions of the tumor. In some areas there is a dis- 
tinct papillary architecture, while in others the cells 
are arranged in closely packed groups separated by 
thin fibrous septa. In the more fibrous areas the cells 
show distinct invasive characteristics, and numerous 
mitotic figures are seen. The tumor undoubtedly falls 


in the group that has been reported and described un- 
der the term hypernephroma. 


Subsequent Course—The patient has been examined 
at regular intervals during the past three and one-half 
years and there has been no indication of recurrence 
or metastasis. There has been no disability and he is 
at present busily engaged in his profession of civil en- 
gineering. 

SUMMARY AND CONCLUSIONS 


The case described is that of a large malig- 
nant neoplasm in a kidney with two pelves and 
duplication of the ureter. This association must 
be rare, as only two previously reported cases 
have been found in the literature. 

The case reported affords an example of the 
value of the transperitoneal approach for radical 
nephrectomy in renal neoplasm. We have a 
three and one-half year cure in a case where it 
would have been extremely difficult if not im- 
possible radically to remove the tumor by the 
usual lumbar approach. 
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INDUSTRIAL THERAPY IN LEPROSY* 


By R. M. Witson, M.D., 
Soonchun, Korea 


It is difficult to think of any disease in the 
treatment of which work and exercise are so 
essential as in leprosy. Exercise is extremely 
beneficial to the healthy individual. It is 
doubly so to the leper. While our industrial 
work was started from economic reasons, it is 
now proving to be one of the best agencies in 
treatment. 

Let us take up some of the symptoms of the 
disease and consider the possible benefits that 
might be expected from exercise. 

Skin Symptoms.—As the disease is mainly 
within the skin itself, which harbors hordes of 
the bacilli, it is more or less a skin problem. It 
would be natural to expect exercise, motion, and 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-Third Annual 
Meeting, Miami, Florida, November 19-22, 1929. 
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Hospital built by the lepers themselves, and 
here the lepers do their medical and surgical 
work, even some dental work, with practi- 
cally no equipment. 

















Church 


good, 


erected by the lepers and a 
solid job. 


massage of the skin to result in elimination of 
much of the poison through this route. 
NERVE SYMPTOMS 

Atrophy.—The destructive process going on in 
the nerve endings results in muscular atrophy. 
If this is untreated there is a gradual withering 
of the muscles, but will give some 
muscular tone and help to prevent a certain 
amount of this loss, especially if the exercise is 
started early. 


exercise 


Neuritis—This is no small problem in lep- 
rosy, due, I suppose, to the toxins in the system 
which act upon the nerve endings. Mild work 
is good, but many of these cases can hardly 
move their bodies. The coal tar products, adren- 
alin and tetrodotoxin, should be used. The lat- 
ter drug is made by Sankyo & Co., of Tokyo, a 
Japanese firm, from the poisonous extract of the 
globe fish, and is highly beneficial in many cases 
of neuritis. Often it is the only thing which gives 
relief from pain; it acts quite like an opiate. 

The Circulation—Circulation is better in 
those who are active, and a good circulation not 
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only gives life and tone to the muscles, but 
also provides a better exit for the dead bacilli. 

Elimination is very important in leprosy, for 
since the chaulmoogra oil is supposed to destroy 
the bacillus, it must be thrown off as fast as 
possible. Exercise puts into full play the kid- 
neys, skin and bowel. 

Constipation is often a great problem to deal 
with in lepers on account of their sedentary life. 
For constipation work is Nature’s best remedy 
and preventive. One rule of our colony is that 
all not able to work must take a long walk 
daily. A beautiful walk about a mile long 
through the colony making a figure eight was 
made especially for this purpose. 

The appetite is much better in those who 
work, and the taking of an abundance of vege- 
tables helps also to overcome the constipation. 

The mental attitude requires very special at- 
tention in the treatment of lepers, for they 
should be kept as cheerful and hopeful as pos- 
sible. Upon arrival the leper is down and out, 











Barn where the milk cows and plow oxen are 
kept Milk is used for the bad 


cases 

















One cof the eighteen men’s cottages. It consists 
of a hall, four bedrooms, a kitchen and an 
attic, and is built of stone and cement with a 
very heavy iron roofing. It should last over 
a hundred years. This cottage was built for 
$500, since the lepers do the work themselves. 
The flcors are native style, made of stone 
covered with oil paper and the heat passes 
under this and keeps warm the floor, upon 
which they sleep. Name of donor on brass 
plate on each cottage. 
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View of the men’s side of the colony with eighteen cottages of 


the lepers. The following study was 
made of 277 of our cases who are 
leading an active life and showing 
good results from treatment: 

One hundred and twenty-eight said 
that their strength upon entrance was 
fair and in 139 it was very poor; but 
now, after 12 to 18 months’ treat- 
ment, the strength of 227 is very 
good and that of only 50 cases is 
poor. 

In 247, the stiffness in the hands 
and joints has improved, but in 30 
there has been no improvement here. 





four rooms, hall, kitchen and attic, and housing twenty-eight If advanced paralysis of the hand or 


persons. Cottages built by lepers themselves. 


discouraged and despondent, as all have told 
him that he has the greatest of incurable dis- 
eases. He is feared by all and often driven 
from pillar to post. What hope is there for a 
cure if such an one is allowed to sit and mope 
and nurse a cold, paralyzed hand or watch an 
old ulcer? He should be given a job which will 
shorten the day and bring him cheer and sat- 
isfaction; his activities will help to overcome 
many of the above-mentioned conditions. A 
few copper coins at the end of his week’s work 
also help to bring cheer and encouragement. 

Other diversions from the daily routine in our 
colony are music, games, field day sports, fish- 
ing, and church services. 


The Effect of Work on the Dosage of Chaul- 
moogra Oil.—Our leper workmen can take larger 
doses of the chaulmoogra oil with the least in- 
convenience because of the favorable effect of 
exercise. 

The kind of work most suited to the leper is 
farming or gardening, which brings him into the 
sun and open. The anticipation of the coming 
melon, pumpkin or other vegetable brings some 
joy and helps encourage him to get out. In 
our colony every room is a club which is re- 
quired to grow its own vegetables. The strong 
must help the weak, and all such food must be 
grown and provided by this club. 

We have trained in our colony many carpen- 
ters, masons, tinners, stone cutters; also thirty 
dispensary helpers and various other workers. 
All cooking, washing and other work is done 
by the lepers. During the past year 45 stone 
and concrete buildings have been erected by 


arm has taken place very little 











The Grace Saxe Chapel in the course of erec- 
tion. The workmen are lepers, who have been 
trained as masons, and who do very good 
work. We have devised a simple form by which 
they can erect very well. This shows the 
boards set up in the shape of building desired, 
and the lepers simply lay up the stone ac- 
cording to this form. In this way they learn 
to do mason work very quickly and very well. 
This church is forty-eight by sixty feet and 
will have a capacity of 1000 people. There 
are ten rooms in the basement, which will be 
used as a school. 














Lepers trained in the colony to be carpenters 
and tinners. They do all repair work and 
make articles used in the colony. New cases 
are taken into the classes and trained as fast 
as possible. 
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change can be expected. However, many of 
these cases can learn certain tricks and trades 
if they are encouraged. 

Upon entrance, 152 only stated that they 
could carry heavy loads, but now 187 are able 
to carry the same loads on their backs. The 
common means of transportation is the ‘‘jicky,” 
a wooden arrangement fastened to the back and 
frequently used in Korea. 

Two hundred and sixty-nine workers say that 
their sleep is good and sound, and eight that it 
is poor. In 271 the appetite is good, and it is 
poor in six cases. 

In 221 no constipation is reported, but 56 
still are troubled with it in spite of their’ work. 

Even the working 180 report some trouble 
with neuritis at times. Twenty-nine report 
none. 

Practically none of the new cases enters into 
the field day sports, but many enter after they 
have been in the colony for some time. 

As regards medical treatment we use weekly 
subcutaneous injections of fresh hydnocarpus oil 
secured from Siam, with the addition of 2 per 
cent camphor. We have tried many combina- 
tions and preparations, but none that causes so 
little pain or that is so satisfactory as this. We 
begin with 3 to 4 c. c. and work up to 7 or 8 
c. c. as the case may bear. In all luetic cases 
0.5 grain of the salicylate of mercury is added 
to this same amount of oil injection and this 
has given splendid results for over a year. Many 
luetic cases will show no improvement until the 
combined treatment is used. 

Dr. Wade writes me that they encourage the 
lepers to work in the Philippines and do what 
they can to keep the cases active. 

I noted on my visit to the colony in Louisiana 
that many of the lepers are employed and given 
tasks about the place. 

Every leper colony should adopt the work sys- 
tem if it is at all possible. 

“Faith, oil and work, and the greatest of these 
is work.” 

CONCLUSIONS 

To attain good results in treating leprosy, 
early diagnosis and early treatment with chaul- 
moogra oil are, of course, essential. But an 
abundance of steady outdoor work with as much 
cheer and divers‘on as possible will bring about 
encouraging improvement in the majority of 
cases. 
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DISCUSSION (Abstract) 


Dr. R. M. Wilson, Soonchun, Korea—My work is 
chiefly running a surgical hospital. We have a little 
leper plant on the side with eight hundred lepers. We 
have found that patients who work and exercise make 
the best recoveries. 

There are something like one hundred and fifty leper 
hospitals in the world, and in many of those that I 
have seen the lepers do nothing at all. Many of them 
stay in bed. 

I should like to ask if any of you have seen pellagra 
among lepers? Nearly every spring we see from fif- 
teen to twenty cases with pellagra. We have never 
seen pellagra in Korea except at the colony. There is 
practically no pellagra in China. I have written to a 
number of the other men in China, and there are only 
two or three cases reported. I do not know whether 
pellagra has been seen in leper institutions in this 
Country. 

The lepers respond to treatment better, are far better 
off, more controllable and recover more quickly if 
they have plenty of work and exercise. 


Dr. O. E. Denney, Carville, La——I most heartily en- 
dorse Dr. Wilson’s policy of employing his leper pa- 
tients. It has long been recognized by administratives 
that the unoccupied leper is a menace to himself and 
to others; he is apt to become morose and discon- 
tented with his lot since the chronicity of his disease is 
well known. 

The occupied leper readily becomes engrossed in his 
task, however simple, and it removes, temporarily at 
least, the nostalgia which is destructive of good morale. 
In every leprosy institution that I have visited effort 
is made to keep the leper busy. Sometimes the effort 
is successful, but frequently it is not. 

There is commonly seen in advanced lepers an inertia, 
probably of toxic origin, which ‘is not readily over- 
come. Such a leper sits for hours and stares into space, 
unmindful of surroundings. Should this inertia persist, 
and I have seen it persist for years, the patient is a 
burden to himself and others. When the inertia is 
overcome, cooperation may be expected. 

At this point I am constrained to disagree with Dr. 
Wilson, who concludes that his lepers are better be- 
cause of the work; I am of the opinion that our lepers 
work because they are better. We have for a long 
time, both in the Philippines and in Carville, encour 
aged our lepers to work. Many of them have no in 
centive to work, from the standpoint of their physical 
ability. They will, however, when they begin to get 
a little better, ask for jobs, and we do employ them at 
Carville, and we did at Culion. 

I do not fer a moment disparage Dr. Wilson’s re- 
sults; perhaps no one denies the benefits derived by 
the chronically afflicted from reasonable exercise. I 
am not prepared to say that I have seen any specific 
bactericidal effects from industrial therapy. 

Dr. V. G. Heiser, New York, N. Y.—I had the pleas- 
ure of visiting Kwanju, Korea, where I saw the fine 
enthusiasm to promote the welfare of lepers which was 
so obvious as Dr. Wilson read his paper. 

It is becoming more and more recognized that in 
leprosy as in other diseases vocational therapy is an 
important adjuvant in treatment. The chances of re- 
covery are also enhanced if treatment is instituted for 
the hookworm, the caries of the teeth, the necrosed 
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bones, the malnutrition or other handicapping condi- 
tions. While I have had no opportunity under con- 
trolled conditions to observe the effect of manual labor, 
it is reasonable to assume that it may have an im- 
portant influence. I do know from my connection with 
some surgical hospitals in New York that when occu- 
pational therapy was introduced the patients were 
much more cheerful and seemed to recover much more 
rapidly from surgical injuries than groups that were 
not so employed. My experience agrees with that of 
Dr. Denney, that it is most difficult to induce 
lepers to take part in anything that savors of work. 
After many years of educational effort at Culicn in 
the Philippines, where there are nearly six thousand 
lepers, manual labor under direction is becoming the 
rule rather than the exception. 


Dr. Wilson (closing).—Ordinarily lepers are disinclined 
to work, They are accustomed to begging and leading 
a shiftless life and it is necessary to teach them to 
work. My remarks do not apply so much to the 
American leper as to the Oriental leper, for the matter 
of work is rather different. We pay six cents a day for 
our leper masons and carpenters and this means quite 
a bit to them. Six cents would not encourage a leper 
here very much to get out and do a heavy day’s work. 
It costs us $3.50 a month to care for a leper, to give 
him food, clothes and drugs. This is about one day’s 
expense here. Six cents a day will get most of them 
out for a day’s work and many of them need as much 
encouragement as this to leave a nice hot stone floor 


THERAPEUTIC 


FEVER PRODUCED BY 


DIATHERMY, WITH SPECIAL REF- 
ERENCE TO ITS APPLICATION 
IN THE TREATMENT 
OF PARESIS* 

By J. Cas Kine, M.D., 


Memphis, Tenn., 
and 
Epwin W. Cocke, M.D..7 
Bolivar, Tenn. 


During the past decade there has been a defi- 
nite trend toward the opinion that fever is one 
of the major defensive measures of the body 
against invading organisms. 

Practically every one of the self-limiting 
pathological conditions is accompanied by a rise 
in temperature. This temperature may be either 
the cause of the process of cure or it may be 
merely an accompaniment of the process. It is 
worthy of note that certain classes of patho- 
logical conditions which are ordinarily not self- 
limiting are not accompanied by a rise in tem- 
perature except in their terminal stages. 
Neurology and Psychiatry. 


*Read in Section = on 


Southern Medical Association, Twenty-Third Annual 
Meeting, Miami, Florida, November 19-22, 1929. 
+Superintendent, Western State Hospital, Bolivar. 


Tenn. 
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Realization of this fact has led to attempts 
to control the conditions falling into the latter 
class by infecting the patient with a type of 
organism or toxic substance, causing frequent 
and sometimes large rises in temperature. This 
refers to the treatment of paresis and chronic 
gonorrhea with malaria, typhoid or foreign pro- 
tein. These processes have been reported to 
bring about favorable remissions. 


THERAPEUTIC FEVER PRODUCED BY MALARIA 


The first report of the use of malaria was in 
the treatment of general paralysis by Wagner 
and Jauregg,’ in 1917. Since their report of 
successful results, this form of therapy has be- 
come widely used both in Europe and America. 

Although many other fever-producing  sub- 
stances were employed in the treatment of this 
condition previous to and since the report of 
Wagner and Jauregg,' malarial inoculation is 
still the form of febrile treatment most widely 
used. 

A survey of the literature by H. C. Solomon? 
shows that the majority of clinics using malaria 
obtain good and lasting clinical remissions in 30 
per cent of their cases; another 30 to 40 per 
cent are said to be benefited, although not suf- 
ficiently to permit a resumption of normal ac- 
tivities. In a few clinics less satisfactory re- 
sults have been reported. Some of the more re- 
cent reports of the febrile treatment of general 
paresis indicate that in the majority of cases 
in which clinical remissions occur, serological 
improvement also makes its appearance at the 
end of six months to two years and in many 
cases the serological tests become negative. 

In an article by Bahr and Buetsch* we note 
that some of the first patients who were treated 
with malaria in 1917 by Wagner and Jauregg! 
are, after ten years, in full remission. That is, 
the patients are active in responsible positions. 
Grosz and Strusslert believe that the practical 
cure of general paralysis in these cases can no 
longer be denied. 


DISADVANTAGES ASSOCIATED WITH MALARIAL 
TREATMENT 


Although malaria has been our most satis- 
factory therapeutic measure in paresis, it has 
many dangers and disadvantages. 

In the report of 100 cases by Bahr and 
Buetsch® we note that five died during the ma- 
larial infection and 18 died following malarial 
They conclude their report by stat- 


paroxysms. 
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ing that this form of treatment is not without 
danger even in selected cases. 

In the report of 106 cases treated by Bunker 
and Kirby,* 13 died during or immediately fol- 
lowing the malarial paroxysms, and nine died 
from two to eleven months after treatment. The 
13 cases were cited in detail, since the malaria 
seemed to be at least indirectly the cause of 
death of eleven. In reference to the disadvan- 
tages of this form of treatment, these investi- 
gators say: ‘“‘It is evident that the treatment 
is not altogether devoid of risk even in more 
carefully selected cases than these.” 

Solomon? says that in all clinics where large 
numbers of patients have been treated there in- 
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evitably has been some mortality 
rate, ranging from 1 to 5 per cent, 
even occasionally to 10 per 
cent of the cases treated. 

We note disadvantages 
other than the mortality rate as- 
sociated with malarial treatment 
f general paralysis. 

(1) It necessitates giving the 
patient a disease that is difficult 
to cure and in some instances does 
irreparable injury to the vital or- 
gans of the body. 

(2) The desired strain of the 
plasmodia is often not available 
and is very difficult to keep where the number 
of patients under treatment is not large. 


or 


also 


(3) Certain individuals have an immunity to 
malaria, particularly in the colored race. 

(4) In many the malarial 
stop spontaneously before the desired reaction 
is produced, wh‘le others have slight elevations 
of temperature rather than typical malarial pa- 
roxysms. 


cases paroxysms 


(5) One has no means of controlling the in- 
tensity and severity of the malarial attacks with- 
out stopping them altogether. 

(6) Medicinal treatment and malaria cannot 
be given simultaneously. 








e view of the patient with electrodes, 
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Record of a single treatment illustrating the accuracy with which the temperature can 
be raised and maintained. The object of this treatment was to maintain a tem- 


perature above 104° for four hours. 


FEVER PRODUCED BY DIATHERMY 


It seemed worth while to attempt to perfect 
a method of producing these temperature curves 
without having to inject disease produc- 
ing organisms or toxic substances into the 
patient’s circulation; also to determine 
whether the beneficial effects are produced 
by the elevations in body temperature 
per se, or whether they are brought about by 
some biochemical reaction to the malarial para- 
sites or foreign protein. To determine this 
point, it is obviously necessary to employ some 
method whereby the temperature of the body 
may be raised to any desired point independent 
of the action of a collateral infection or intexi- 
cation, 

It is the object of this paper to describe such 
a method and to outline the results of the ex- 
perimental work which has been done to date. 

Our work is based on the following premises: 


(1) The body may be considered as an en- 
ergy-producing and energy-dissipating mecha- 
nism which is so kept in balance by the process 
of metabolism that its temperature normally 
remains constant. 

(2) If a means be provided whereby an out- 
side source of energy can be dissipated into the 
body in the form of heat, and if at the same 
time precautions are taken to prevent the radia- 


tion of this energy, it is obvious that the gen- 
eral temperature of the body will rise because 
the energy gain will be greater than the energy 
loss. 


We have satisfied the condition outlined above 
by insulating the patient against loss of heat 
and then passing through his body frequency 
currents of great volume. 


Before proceeding with the application of this 
form of therapy to the patients, much work 
was done on animals. We repeated some of the 
work done by Carl A. L. Benger and Ronald 
Chrestir and others, who definitely proved that 
the general body temperature of animals could 
be raised by high frequency current. We noted 
that the largest possible amount of electrode 
surface should be employed and that by begin- 
ning with low amperage and slowly increasing 
the current, skin blistering could be avoided. 
We also noted that by carefully insulating the 
animal against the loss of heat, we were able 
to raise the temperature almost twice as quickly 
as when such precautions were not taken. 

Our first practical application of this form 
of therapy was to a case of paresis in October, 
1928. We selected the field of paresis for in- 
vestigation because more work had been done 
along the line of treating paretic patients with 
pyretotherapy. Also, there are more favorable 
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tecording of temperature, pulse, respiration 


and amount of diathermy in two separate 


treatments of a case of paresis. Each of these curves, A and B, represents one of 
a series of ten treatments given each case. Note the advantages of proper covering 


after diathermy is stopped. In A, all 
was kept well covered after diathermy 


reports upon the febrile treatment of paresis than 
of other conditions in which pyretotherapy has 
been tried. 

It seemed advisable in order to follow out 
this study to subject a number of selected pa- 
tients to rises in temperature similar to those 
of malarial fever. We wished to observe 
whether we could or could not by this method 
produce the results which follow malarial in- 
fection in similar cases. 

Accordingly, in the first case, as well as in 
succeeding ones, we have tried to duplicate the 
typical temperature curve of a double tertian 
malarial fever. An abrupt elevation of tem- 
perature was produced to the usual height 
reached in malaria (about 6 degrees above nor- 
mal). The temperature was then permitted to 
return to normal. These’ elevations were 
brought on each day for eight to twelve days. 


Technic—Through a prominent manufacturer 
of physical therapy equipment we were able to 
secure a high frequency generator constructed to 
withstand long continued operation under much 
heavier loads than are employed with a general 
purpose diathermy machine. Much of our work 
has been done with this special machine. Re- 
cently, however, we have so increased the ef- 


blankets were removed: in B, the patient 
was stopped. 


ficiency of the electrode contact, as well as the 
method of insulating the patient from heat loss, 
that we have found it possible successfully to 
employ an ordinary diathermy apparatus. The 
latter is a machine of the vario frequency type 
and is capable of withstanding a continuous load 
of 3500 milliamperes. However, we prefer the 
special machine because of the heavier current 
available which, of course, enables the operator 
more accurately to control the shape of the pa- 
tient’s temperature curve. 

A method of getting sufficient electrode sur- 
face to pass the current through the body with- 
out producing burns was a problem of greatest 
importance and was solved with no little dif- 
ficulty. For this we now use a specially con- 
structed jacket which is fastened around the 
chest and abdomen by elastic straps. This 
jacket holds a 7 x 9-inch tinfoil electrode on the 
front and back of the chest and abdomen, thus 
making our electrodes which practically cover 
the anterior and posterior surface of the torso. 
If these electrodes be applied with reasonable 
care, no difficulty will be experienced in passing 
more than sufficient current through the pa- 
tient’s body to obtain any rise in temperature 
compatible with life without producing even the 
slightest blister on the skin. 
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Record cf one series of treatments showing temperature, pulse, 
was given to produce 


of time diathermy 
case of general paralysis. 


To prevent excessive heat dissipation, the pa- 
tient is carefully wrapped in rubber sheets and 
blankets. Rubber sheets have been found nec- 
essary because of the great amount of perspira- 
tion. The blankets and rubber sheets are ar- 
ranged in the following way: a rubber sheet is 
spread over the bed on which the patient is to 
be treated, then a double blanket is spread over 
this sheet, which prevents puddling of the per- 
spiration on the rubber sheet. Another blanket 
covered by a rubber sheet and two more heavy 
woolen blankets are thrown over the patient. 
Too much stress cannot be placed on the ne- 
cessity of using plenty of blankets, for these 
serve as insulation against the escape of heat 
from the patient’s body. 

With the electrodes applied to the body of 
the patient and the insulating material de- 
scribed above in place, the high frequency cur- 
rent is passed through the deep tissues. The 
current is gradua!ly increased, beginning at zero 
and may be allowed to reach its maximum in 
20 to 30 minutes. 

The maximum current depends primarily upon 
the size and physical condition of the patient. 
It also depends on the shape of the temperature 
curve which the operator desires to produce. 


The amount of current required for practically 





respiration and length 


the elevation of body temperature in a 


any temperature will fall between 3000 and 6000 
milliamperes. 

The pulse and respiratory rates, as well as 
the temperature by mouth, rectum and arm, are 
recorded every 15 minutes. The temperature 
rises very slowly at first, as will be noted from 
some of the lantern slides. After the first 30 
minutes to one hour the rise is usually more 
rapid. Perhaps this sudden increase in the rate 
of temperature rise represents the point at which 
the heat regulating mechanism of the body is 
exhausted. In any case, after a temperature 
rise of one or two degrees, we usually observe a 
rise of approximately three-fifths of one degree 
each 15 minutes thereafter if all other factors 
remain the same. 

If the body of the patient is well covered, as 
described above, the arm and rectal temperature 
are approximately one-half degree higher than 
the mouth temperature at each recording; how- 
ever, the shape of the curve is practically the 
same. 

As would be expected, the discomfort from 
this high body temperature is very great; there- 
fore, all patients except the depressed or de- 
mented types require some opiate after they 
have been in the treatment an hour or so. We 
find hyoscine, morphin and cactin to be the most 
satisfactory combination. In addition to reliev- 























Vol. XXIII No. 3 





ing the discomfort this drug also seems to fa- 
cilitate the temperature rise by at least par- 
tially stopping the sweating. As a rule, the 
patient drops off to sleep soon after the admin- 
istration of the hypodermic to awake only at 
short intervals during the remainder of the 
treatment. 


Immediately after the current is cut off the 
patient almost always falls into a deep natural 
sleep which lasts for several hours. If the tem- 
perature be raised to 104° or more and main- 
tained at that point for any considerable pe- 
riod, the patient, as a rule, becomes semi-deliri- 
ous. The temperature often continues to rise as 
much as five-tenths to one degree after the cur- 
rent is cut off. It then falls slowly, often re- 
quiring six or seven hours to return to normal. 
The patient usually sleeps most of this time. 


The rapidity with which the temperature of 
the patient returns to normal is governed largely 
by the amount of covering that is allowed to re- 
main on him after the current is cut off. If it 
is found desirable to hasten the return of the 
patient’s temperature to normal, and if the re- 
moval of the insulating blankets does not ac- 
complish this with sufficient promptness, any of 
the usual forms of hydrotherapy may be em- 
ployed. 

It is essential that a careful physical exam- 
ination be made before treatment. It is equally 
essential that a frequent and careful check on 
temperature, pulse and respiration be kept dur- 
ing the treatment and after the current is cut 
off until the temperature returns to normal. 


More than 20 patients have received this form 
of treatment, but only 12 of the 20 have re- 
ceived a satisfactory series of 8 to 12 treat- 
ments given at intervals similar to the malarial 
paroxysms. The diagnosis of paresis in all 
cases was based on careful physical and mental 
examinations, as well as serological findings. 
The findings of the original examination are 
checked at regular intervals and recorded. <A 
recent check of these cases after a lapse of time 
since treatment, varying from two to ten months, 
was made and we found that eight of the cases 
showed definite improvement. Two of these 
have had clinical remissions. Eleven of the 
twelve have shown a gain in weight and im- 
provement in their general physical well being. 
The only serological change noted was a favor- 
able modification in the colloidal gold curve. 
One patient died of a complicating acute ne- 
phritis, the urine being heavily laden with casts 
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and albumin. This development occurred at the 
end of eight treatments. 


In the other cases that were treated no change 
was noted in the white or red blood cell counts 
or in the urinalysis. These findings were 
checked daily during the treatments and at short 
intervals for a month after completing the treat- 
ments. Thus far no other form of anti-luetic 
treatment has been given in conjunction with 
the pyretotherapy. 

The number of cases is too small and the 
lapse of time too short for us to arrive at any 
definite conclusions as to permanent benefits or 
percentage of cures to be obtained with this 
form of therapy, but some very favorable 
changes have occurred and the beneficial results 
so far are easily comparable with the results ob- 
tained with malaria. There is every evidence 
that the benefits derived in the past from fever 
therapy by malaria and other substances have 
been due entirely to the accompanying elevation 
of temperature and not to any associated bio- 
chemical reaction to the infecting organism. 

While we have confined ourselves to describ- 
ing the application of this method to the treat- 
ment of paresis, it has been used in other condi- 
tions where fever therapy has shown favorable 
results. 

SUMMARY 


Within the past decade therapeutic fever has 
become the treatment of choice in many of the 
afebrile diseases. Malarial inoculation has been 
the most widely used method of producing this 
fever. However, the number of reports of other 
substances used to produce fever is an indica- 
tion of the need of a better and safer form of 
pyretotherapy. The high mortality rate and 
other disadvantages associated with malaria are 
enumerated. 

We present a method of producing any de- 
sired temperature by means of an electrical cur- 
rent, thus avoiding many of the dangers and dis- 
advantages which seem to be inherent in the 
elevation of temperature by malaria and foreign 
proteins. 

This procedure affords a means of determin- 
ing the therapeutic value of high temperatures 
without collateral infections. The temperature 


curves shown demonstrate the accuracy and 
range of this method of fever productions. 

The reactions to this fever are very similar 
to those produced by disease and the results ob- 
tained with malaria. 
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There is reason to believe that this form of 
treatment will be useful in any of the many 
diseases where pyretotherapy is indicated. 


In the following list we enumerate the chief 
advantages of this form of pyretotherapy: 


(1) It is always available. 


(2) No pathogenic organism of unknown ef- 
fect is injected into the patient. 


(3) The frequency, duration and intensity of 
the febrile paroxysms are under accurate con- 
trol. 

(4) The desired elevations can be produced 
in all cases, which is advantageous in cases that 
have an immunity to malaria. 

(5) Drug therapy can be used in conjunction 
with this form of pyretotherapy if desired. 

(6) Since the frequency, duration and_in- 
tensity of the fever can be accurately con- 
trolled, the reaction produced in each patient 
can be more nearly standardized. This will en- 
able us to learn the most favorable temperature 
curve. 


We wish to acknowledge the engineering and techni- 
cal assistance of Mr. H. D. Roop, Memphis, Tenn., and 
Mr. Carl Darnell, Chicago, II. 
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DISCUSSION (Abstract) 


Dr. G. H. Benton, Coral Gables, Fla—I have had 
no experience with diathermy in the treatment of pare- 
sis. There are many things that may be worked out 


SOUTHERN MEDICAL JOURNAL 


March 1930 


in the technic, in the dissimilar conditions in which we 
find these patients. 

If we are able to raise the temperature and control 
it and raise it high enough to assure the death of the 
spirochetes, without leaving a foreign substance in the 
organism of the individual, I think we could do very 
much a long time before those cases begin to show 
dementia. In the work that was done at St. Eliza- 
beth’s Hospital, many cases were treated which I 
thought were too far advanced. 

We have here perhaps an opportunity to develop a 
very valuable adjunct to our therapy in paresis. 


Dr. W. W. Young, Atlanta, Ga—I should like to ask 
Dr. Cocke if he has made any study of the blood 
chemistry, the blood count, and so forth, of these 
cases. 


Dr. Cocke (closing)—We have made blood chemical 
analyses in several cases, and there has been no change. 





INCIDENCE OF RICKETS IN THE 
SOUTH* 


By F. Tuomas Mirtcuett, M.D., 
Memphis, Tenn. 


The present study to determine the incidence 
of rickets in our locality was undertaken pre- 
paratory to the detailed observation of a se- 
lected group of private patients in whom the 
prevention of rickets is being attempted by the 
carrying out of several different recognized ther- 
apeutic measures to establish a comparative 
value for each. 

A search of the literature failed to find any 
statistics on the study of a large group of South- 
ern children showing the signs of this condition. 
DeBuys,! in 1924, said that rickets was almost 
universally present in breast-fed babies in New 
Orleans, and Acker? noted it in practically all 
negro children in Washington in 1894. These 
communications did not give all the data desired 
for a comparison in our present work, so the 
following survey was made. 

This study comprises 1000 cases of children 
aged four months to four years, 500 white and 
500 negro children being examined. Well de- 
veloped clinical rickets is rare under four 
months, and it is thought that practically all 
who are to show any evidence of rickets (except 
the very occasional one with late rickets), will 
do so by the fourth year. The 500 white chil- 


dren were taken in regular order as they pre- 
1 
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sented themselves in private practice; the 500 
negroes were studied in a routine canvass and 
only the data shown herein are known about 
them. On this sort of an observation, where the 
numbers are great, the work had to be entirely 
clinical, and while on some of the white cases 
x-ray and blood studies have been made, these 
observations are not included in this report. 

Because of the seasonal variation in the inci- 
dence of rickets this work was accomplished in 
the spring when the highest incidence might be 
expected. The white cases were studied in 
March and April, and the colored ones in April 
and May. 

In rickets, as in other nutritional disorders, 
the clinical picture changes as the disease pro- 
gresses, the early manifestations being hard to 
determine, while the severe cases and the later 
deformities are quite easy of recognition. Be- 
sides this fact, there is still some dispute as to 
which findings are unmistakably rachitic and 
which may or may not depend on some other 
pathological change. There is, therefore, room 
for error when one confines himself to the clin- 
ical diagnosis only. Hence in this work one 
or more of the three unmistakable signs of rick- 
ets, the rosary, Harrison’s groove, or enlarge- 
ment of the epiphyses at the wrists, had to be 
present before a diagnosis of rickets was made. 
The ones showing these lesions were divided into 
groups called “Marked, Moderate, and Mild 
Rickets,”’ depending on whether all three, or two, 
or one of these findings were prominently pres- 
ent. The examinations were made by only two 
men and occasional rechecks demonstrated that 
with this system of nomenclature quite accurate 
percentages of positives were being obtained. 

The whole group was divided as to age as 
follows: first, those four to twelve months; sec- 
ond, those one to two years; third, those two 
to three years; and fourth, those between three 
and four years of age. By this division it is 
possible to study the varying incidence of the 
condition at the different ages as well as the 
shifting of the higher percentages to the milder 
types of the disease as age advances. This last 
observation is particularly noticeable in the 
white children. 

In the white series aged four to twelve months, 
161 babies were examined (see Chart 1). Of this 


number 12.9 per cent showed marked rickets, 
10.5 per cent moderate rickets, and 24.8 per 
cent mild rickets, giving a total incidence at 
this age of 48.4 per cent. 
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One hundred fifty-six at from one to two 
years of age were examined and 12.7 per cent 
showed marked rickets, 17.9 per cent moderate 
rickets, and 29.4 per cent mild rickets, giving 
the total incidence at this age as 60.2 per cent, 
which is the highest in the white group. 















































Chart I 
PREVALENCE OF RICKETS 
White 
No. | % | % | 
Age Exam. | Marked | Mod. Mild TOTAL 
4-12 Mos. | 161 12.9 10.5 24.8 48.4 
1-2 Years | 156 12.7 | 17.9 29.4 | 60.2 
2-3 Years | 85 aa | 17.6 | 15.2 | 44.7 
3-4 Years | 98 6.1 6.1 27.5 | 39.8 
TOTAL | $00 | 11.2 BR 25.4 | 49.8 
Black 
4-12 Mos. | 136 | 34.5 | 35.2 | 18.3 88.2 
1-2 Years } RE A. 31.9 | 13.2 92.6 
2-3 Years | ise | S77 | eS 1 we Ue 
3-4 Years | 128 | 17 | See Tt FE. 80.4 
TOTAL ! 500 | 34.6 34.8 | 18.2 87.6 





Eighty-five children from two to three years 
of age were seen and 11.7 per cent had marked 
rickets, 17.6 per cent moderate, and 15.2 per 
cent mild rickets, which totals 44.7 per cent for 
all degrees of severity at this age. 

At three to four years of age, 98 were exam- 
ined. Only 6.1 per cent showed marked rick- 
ets, the same per cent moderate rickets, while 
the proportion of mild rickets had jumped to 
27.5 per cent, which shows a definite improve- 
ment in the severity of the deformities as age 
increases. The total per cent at this age is 
39.7, which indicates that a number have al- 
ready overcome their rachitic defects. 

In the 500 white children of all ages the total 
incidence was as follows: marked 11.2 per cent, 
moderate 11.2 per cent, and mild 25.4 per cent, 
which gives a total of 49.8 per cent of those 
studied as showing definite clinical evidence of 
this disease. 

The figures arrived at in the examination of 
the colored children are much higher. In the 
group from four to twelve months of age, which 
numbered 136 babies, 34.5 per cent showed 
marked rickets, 35.2 per cent moderate rickets, 
and 18.3 per cent mild rickets, giving a total 
at this age of 88.2 per cent for all degrees of 
severity. 

The next group, as did the whites, at one to 
two years of age gives us the highest percentage 
of the whole series. There were 122 examined 
at this age and 47.5 per cent of these showed 
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marked rickets, 31.9 per cent moderate rickets, 
and 13.1 per cent mild rickets, giving a total of 
92.6 per cent for this age group. 

At two to three years of age 114 were 
studied: 37.7 per cent showed marked rickets, 
31.5 per cent showed moderate rickets, and 20.1 
per cent showed mild rickets, which totals 89.4 
per cent for all degrees of severity at this age. 

One hundred twenty-eight colored children be- 
tween three and four years of age were seen, 
and 11.7 per cent had marked rickets, 39.8 per 
cent moderate rickets, and 21 per cent mild 
rickets, the total at this age being 80.4 per cent. 
It is also noted that, unlike the white series, 
severe and moderate rickets have not changed 
with increasing age into the milder deforming 
types. 

In the 500 colored children the total incidence 
is: marked rickets present in 34.6 per cent, 
moderate rickets present in 34.8 per cent, and 
mild rickets present in 18.2 per cent, giving the 
total incidence at all ages examined at 87.6 per 
cent. 


Influence of Location, Elevation and Sun- 
shine —The elevation above sea level and the 
geographic location have to do with the inci- 
dence of rickets inasmuch as the amount of sun- 
shine varies directly with the distance from the 
equator and also with the elevation, also the 
closer to the equator the greater the percentage 
of available anti-rachitic rays. The incidence of 
rickets for a given locality may be almost cor- 
rectly estimated from a calculation based on 
these facts if also are included humidity, habits 
of dressing, housing conditions, how much time 
is spent outdoors, and so forth. 

Thus in Denver (see Charts II and IIT) with 


Chart II 


Elevation and position of some of the cities in which incidence 
of rickets has been studied 
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an elevation of 5292 feet and a latitude of 39.4 
degrees, with 66 per cent of possible sunshine 
available, Forbes, Beryman and Stevenson® give 
the incidence of rickets at 24.18 per cent in 
504 white children examined under two years 
of age. These same authors state that in Bos- 
ton, where the elevation is 125 feet and the 
latitude 42.2 degrees with 57 per cent available 
sunshine, the Italian babies show 95 per cent 
healed or active rickets. In Los Angeles Ram- 
say? finds that 41.5 per cent of children under 
twelve years of age show rickets. Here the 
elevation is 338 feet, the latitude 34.0 and the 
percentage of available sunshine is 72. Smith® 
finds that 18.2 per cent of 597 children in Og- 
den, Utah, show evidence of rickets: Ogden is 
4310 feet above sea level and the latitude is 41.1 
degrees. In New York, Chicago and New Or- 
leans, where the elevation is low and the per 
cent of available sunshine is 57, practically all 
negroes and most of the whites have rickets. 

Frequency of the Lesions Noted.—lIt is of in- 
terest to note that in both races and at all ages 
the rachitic rosary was the most often noted 
evidence of the condition. It came early and 
stayed late. The costochondral enlargement 
seen in the new-born and sometimes mistaken 
for rickets does not mislead us here, as the 
youngest babies examined were four months of 
age. The rosary seen in scurvy is of such rare 
occurrence in our locality that it could not con- 
fuse us. 

In the white group at four to twelve months 
(see Chart IV’) enlarged epiphyses at the wrists 
were noted 74 times, the rosary was noted 78 
times, and Harrison’s groove 48 times; while the 
other deformities, such as craniotabes, bow 
legs, square head, delayed dentition, delayed 
closure of the fontanelle, pot-belly, and so forth, 
were noted 33 times. 
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94 times, Harrison’s groove 60 times, and the 
other deformities 56 times. 

In the next group, from two to three years of 
age, enlarged epiphyses are seen in 30, the 
rosary in 38, the groove in 29, and the other 
deformities in 19. 

In the three to four year group the epiphyses 
are enlarged in 29, the rosary found in 39, the 
groove in 23 and the deformities are seen in 16. 

In the colored children in this series com- 
parable figures are found in the four to twelve 
months group; epiphyses are enlarged in 108, 
rosary present in 119, Harrison’s groove in 98, 
and other deformities in 63 cases. 

In the one to two year olds, epiphyseal en- 
largement was noted in 102, the rosary in 113, 
the groove in 54 and the other evidences of rick- 
ets in 57. 

In the two to three year old group epiphyses 
are regarded as enlarged in 78, the rosary pres- 
ent in 113, Harrison’s groove in 50, and 42 
showed other lesions. 

In the ones aged three to four years 65 
showed epiphyseal enlargement, 102 the rosary, 
51 the groove and 38 other deformities. 


Influence of Sex.—The series was studied with 
regard to the influence of sex in the causation 
of rickets (see Charts V and VI). The number 
of males in the whole white group equaled 54.6 
per cent and in the rachitic white group 59.4 
per cent. These figures would seem to indicate 
a slight predisposition on the part of the male 
children toward rickets, but of the negroes in 
this series 51 per cent are males, while the males 
number only 51.1 per cent in the rachitic 


Chart V 
Showing influence of sex in white babies 


Whole Group 

















No. No «| No 

Age Exam Male Male | Fem Fem 
ie i 1 se 

1-2 Years 6 8 39 | 33: 1 483 
2-3 Years - 8g 46 ve ae 39 45.9 _ 
3-4 Years | 98 53 | 34 45 46. 
Total “| 500 273. | «54.6 +| 227 | 45.4 _— 

Rickets Group 

4-12 Mos. te 49 62.8 29 > ae 
st t<-_< | 3 a ae =a 3 34 : 

aa... | se | ee ol. 1S aes 
Total 7 249.1149. | 59.4. | 100 | 40.6 
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Chart VI 
Showing influence of sex in colored babies 


Whole Group 











ys No. | No A No ‘ 

Age Exam Male Male Fem Fem 
4-12 mos. _ 136 | 67 49.2 69 50.8 
1-2 yrs. a ee 47.5 64 52.5 
23 yrs. 114 61 53.5 53 46.5 _ 
3-4 yrs. 128 69 53.9 59 46.1 
Total 500 | 255 51 245 49. 

Rickets Group 

4-12 mos. _ 120 58 48.1 62 51.9 
1-2 yrs. 113 53 46.9 60 33.2 
2-3 yrs. 102 56 54.9 46 a4 
3-4 “yrs. 103 57 55.3 46 44 
Total 438 224 51.1 214 48.9 


group, which does not indicate a predisposition 
based on sex. 


Influence of Weight.—It is a well known and 
generally accepted fact that rapid gain in weight 
predisposes to rickets. It was thought advisable 
in this series to study the weight attained at 
the ages examined. Holt’s weight table was used 
as a basis for the calculation and the children 
were divided into three groups with regard to 
their weights: first, those 5 per cent or more 
over the average weight for their age were 
classed as overweight; second, those 5 per cent 
or more under the average for their age as un- 
derweight; and third, those between these two 
weights were classed as of normal weight. 

In the whole white group (see Chart VII) 27.4 
per cent were overweight, 32.8 per cent were 
underweight, and 34.2 per cent were of average 
weight. In a small number the weights were 
not ascertained. In the white rachitic group 
27.3 per cent were found to be overweight; 38.8 
per cent were found to be underweight, while 


-28.1 per cent were of average weight. 


Chart VII 
Showing influence of weight, white babies 


Whole Group 





Age bi ¢ + av oo ? 
4-1 10 7 26.7 43.4 33.5 et a 
> yrs 23.7 28.2 36.5 tl 
vrs 40 18.8 34.1 
4 yr 32.6 34.6 28.5 ce 

Total - 274 28. | 38.2 1 38 

Rickets Group 

4-12 mos 20.5 51.2 2 25.6 a. 6 
1-2 yrs. : 7 26.5 35.1 [io | 6. 
i a i Se ie ie a ee ee 

ac | S80 2 390 1 2a 3 

Total —————| oa | see | seo | 
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Chart VIII 
Showing influence of weight, colored group 
Whole Group 
| 
Age Jo + G— | % av 
4-12 mos. 21.4 | 42.6 | 36.5 
1-2 yrs. " : 27. | 41.8 | $1.2 
2-3 yrs. 22.8 | 35.9 | 41.2 
3-4 yrs. | 21.9 | 39. | 40.5 
Total | 23. | 39.8 | 37.2 
Rickets Group 
4-12 mos. to, | 49 | 635 
1-2 yrs. | 23.8 | 43.5 | va 
2-3 yrs. | 21.5 | 35.2 | 43.1 
3-4 yrs. | 17.4 41.7 | 40.8 
Total | 20.3 | 41.9 | 38.5 





In the colored children (see Chart VIII) 23 
per cent of all were overweight, while of those 
showing rickets 20.3 per cent were overweight. 
In the whole group 39.8 per cent were seen to 
be underweight and in the rickets group 41.9 
per cent were underweight. The percentages for 
average weight in the whole and in the rachitic 
colored group were 37.2 per cent and 38.5 per 
cent, respectively. 


The figures show slight differences through- 
out, but the variations do not follow through 
in the same order in either race. It is undoubt- 
edly true that active rickets is most often seen 
in those who show the most active growth, and 
healing is often observed in those who tem- 
porarily fail to gain, and that in the condition 
marasmus’ rickets is rarely seen. The failure of 
the rachitic children eventually to outweigh 
those not rachitic may possibly be due to the 
more frequent illnesses, even of short duration 
and mild character in the rachitic, causing re- 
peated failure to gain or even slight losses suf- 
ficient to keep the average of their weight low. 


Influence of Feeding—rThe influence of the 
various foods on the incidence of rickets in 
this series is very slight and quite in keeping 
with the modern conception that factors other 
than simple deficiencies in the diet as expressed 
in chemical terms or kinds of foods are re- 
sponsible for the group of lesions recognized as 
rickets. 

With the single exception that breast feeding 
in the white group seems to protect to a certain 
extent, that is, that while 47.3 per cent of the 
whole group are breast fed, only 38.4 per cent 
of the rachitic group are breast fed (see Chart 
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Chart IX 
INFLUENCE OF FEEDING, WHITE BABIES 
Whole Group 
Cow’s |Br.&C. |Br.o’er | B.B.& | Cond. | Other 
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2-3 yr. | 41.1 | 24.71 7. | 20 751 43 ey 
3-4 yr. | 48.9 | 30.6 oS | of) t | eer Ss 
Total | 47.3 | 23. | 10.8 & | 261 34 26. 

Rickets Group 

big mo. | 46.8.|. 18.2 | 256 | 1 38 st) t3 
1-2 yr. 36:4 | 28-7 | 12:7 | 22:7 3.1 s| 3 
2-3 yr. sas | sao. | PS list vel sel 26 
3-4 yr. | 35.9 | 43.5 7.7 2.51 0 77 75 
Total 38.4 | 28.5 | 15.2 os 1 36 | Sa) ts 





IX), no specific differences are noted. This 
difference in percentages is almost equally taken 
up by the figures shown for the other types of 
feeding with the exception of canned milk other 
than sweetened condensed milk. These figures 
are for cow’s milk in the whole group, 23 per 
cent, and in the rachitic group 28.5 per cent. 
It is said by many observers that cow’s milk 
seems to predispose to the development of rick- 
ets. Of those who received both breast and 
cow’s milk, which number composes 10.8 per 
cent of the whole group, a larger percentage is 
shown in the rachitic group, namely, 15.2 per 
cent. Breast feeding for a period exceeding 
one year does not apparently predispose to rick- 
ets, as 8 per cent of the whole group and only 
7.2 per cent of the rachitic group were so fed. 


The entire number receiving cultured or acid- 
ified milk is too small to permit the drawing 
of a conclusion; however, the 2.6 per cent in 
the whole group jumps to 3.6 per cent in the 
rachitic group, which probably indicates that 
milk so prepared possesses no anti-rachitic value 
not present in sweet milk. 


The sweetened condensed milk fed babies 
in the whole group was 3.6 per cent and in the 
rachitic group 5.2 per cent, which, even though 
the number is small, shows that the earlier be- 
lief that this type of food predisposed to rickets 
was at least in some measure correct. 

By other canned milks are meant all the evap- 
orated and dried milks either whole or modified 
and here the percentages seem to indicate that 
greater protection is to be had than in the 
other artificial foods: 2.6 per cent in the whole 
group used these foods and 1.6 per cent in the 
rickets group. 
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Among the colored children the percentages 
are essentially the same in both tables (see 
Chart X). Even breast milk, which is fed in so 


Chart X 


INFLUENCE OF FEEDING, COLORED BABIES 
Whole Group 
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| Bre- Cow’s | Br. over Con. Other 
Age ast Milk 1 yr. Milk Can M 
4-12 mo. | 78.6 | 8.8 | | ae 2.2 
1-2 yrs. | Jae 7 4.9 4. 18. 8 
2-3 yrs. | 73.6 | 5.2 > 14 1.6 
3-4 yrs. | 81.8 | 5.4 4.3 78 B 
Total | 76.6 | 6.2 3.4 | 12.4 1.4 
Rickets Group 

4-12 mo. | vee 4 8.3 | | ta | 23 
1-2 yrs. | vas |. Om 4 ae. | fee Td 

2-3 yrs. | ves | 5.8 | 5.8 | 156 | 1.9 
3-4 yrs. | 80.5 | ze 3.6 | 7a | i, 

Total | yas | “8 |. 34 | i382 7 is 





large a proportion, is not protective as it is in 
the whites. It is claimed (Hess*) that the milk 
of mothers whose bodies are exposed to sunlight 
or the ultra-violet rays becomes somewhat more 
anti-rachitic. This influence would be less in 
the darker race and may explain this apparent 
failure of the two estimates to correlate. 


Effect of Multiparity—A study was made to 
determine what influence, if any, the number 
of previous pregnancies in the mother would 
have on the development of rickets in the chil- 
dren. 

In the whole group of white patients (see 
Chart XI) 54.8 per cent were primiparae, while 
in the rachitic group 55.4 per cent were preg- 
nant for the first time. In the whole group 25.2 
per cent were of the second pregnancy, while 
in the rachitic group this figure is 26.5 per cent. 
Para three in the whole group is 10.4 per cent, 


Chart XI 


INFLUENCE OF MULTIPARITY, WHITE GROUP 
Whole Group 
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Age Jo | %\ %\ | % % % 
4-12 mo. 159.6|20.9]12.5| 3.2] 1.2] 1-2] 6 
1-2 yrs. [54.5|25.6|10.2| 3.2] 2.5| 3.2] 6 
2-3 yrs. 52.9/23.5| 9.4] 8.2] 1.2] 2.3] 1.2 
3-4 yrs. 48.9|33.6| 8.2| 2 | 4.1] 3 |.l ‘ 
Total 54.8|25.2|10.4| 3.8| 2.4] 2.6]. .4].2| 2 

Rickets Group 

4-12 Mo. }51.2|28.2|14.1] 2.5 | 1.3) 3.3 ae 
1-2 yrs. 56.3|25.3| 9.5| 4.2] 1. Bell os y aoe 
2-3. yrs. 52.6|28.9|13.1| 2.6 2.6 sae 
3-4 yrs. 64.1/23 5.1| 3.1 Se: 
Total |55.4|26.5|10.8] 3.1] 1 | 2. 1.3 = -4 
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and in the rachitic group 10.8 per cent. Of the 
whole group, 3.8 per cent were para four and 
3.1 per cent in the group showing rickets. If 
totals are made for all the later pregnancies 
the number above para four in the whole group 
equals 7.8 per cent and the rachitic group 4.5 
per cent. 

In the colored children (see Chart XII) the 
same relations exist, but to a lesser degree. 
Thus, in the whole colored group 28.2 per cent 
were primiparae, and the rachitic group 29.1 


Chart XII 


‘INFLUENCE OF MULTIPARITY, COLORED GROUP 
Whole Group 









































itis | P.1 | P.2 | P3 | P.4 | P.5 | P.6 [P7246 
47 € ' “e ' % N % 
4-12 mo. | 26.5 | 32. | 1.98 | 10. | 88| 2.9 | 10.1 
1-2 yrs. | 21.3 | 32.8 | 18 $2! 571 491 89 
2:3 gen... | 33.5 | 15.7 | 175 | 11.5 1 781 871 $F 
3-4 yrs. | 32.0 | 26.5| 14.3 | 851] 931 3.9 | 4.6 
Total [202 (| 2681396 | O81 68. 7 F | ¥s 
Rickets Group 
4-12 mo. | 25.8 | 21.6 | 20.8 | 10. | 911] 3.31 8.0 
1-2 yrs. | 23 | 33.61 15 | 88| 61| 441] 86 
2-3 yrs. | 37.2 | 10.7 | 16.6 |126|] 7.8 | 88| 5.8 
3-4 yrs. 3a. | 2en toed | O71 Fat Bet ae 
Total | 29.5 | 263 1969 | OF 1 Fal FS. 1 Fa 
per cent. Of the whole 24.4 per cent were of 


the second pregnancy and among the rachitic 
practically the same, 24.3 per cent. In the 
whole group the third pregnancy resulted in 
17.6 per cent of this series, and in the rachitic 
group 16.9 per cent, while para four is 9.6 per 
cent in the whole group and 9.7 per cent in the 
rachitic group. If from this number of preg- 
nancies on, the percentages are added one has for 
the whole group 20.4 per cent, and for the 
rachitic group 20 per cent. 


From the above it appears that there is some 
slight protection afforded the later children in 
the family as compared with the first. This may 
be due to the fact that in the larger families 
where the older children look after the smaller 
ones, babies are kept outdoors more than when 
they are confined under their mother’s care. Or 
it may be that the diets are a little fuller in 
foods other than milk in these later children. 
Weston’ thinks deficiency of other elements than 
vitamins, more particularly the mineral content 
of vegetable foods, may be a predisposing factor 
in rickets. Again, the question of exercise en- 


ters here; the later children in their attempts to 
keep up with the older ones probably exert their 
muscles more than the earlier ones. 


Carey® 
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demonstrates the possibility of this etiologic 
factor in his work on dogs. By severing the 
tendons of certain groups of muscles he can 
produce rachitic-like deformities in the bones to 
which these muscles are attached. 


Influence of Cod Liver Oil—The influence of 
the administration of cod liver oil previous to 
our examination is shown in Chart XIII. Only 

Chart XIII 
STATISTICS ON COD LIVER OIL 
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Age Group | all ex.|Rickets| Mod. | Mild. | Total 

| No. | % % % 
4-12 mos 38 4 me 30 29.9 9.7 19.2 
1-2 yrs. 44 28.2 30 bP 28.2 aier 
2-3 yrs 35 41.1 33.3 13.3 23 3 S 
3-4 yrs 30 30.6 16.6 50 40.8 38.4 
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the white children are considered, as too few of 
the negroes had received enough to make any 
impression on the findings. This work was 
started before activated ergosterol was generally 
used. Hence its omission from this study. 


Of the white group 147 children, or 29.4 per 
cent, had taken cod liver oil to the amount of 
eight ounces, and some of this had been irregu- 
larly given. Of the rachitic group 64, or 25.7 
per cent, had taken this amount. The slight 
difference in these percentages must not be 
taken to indicate the entire protective influence 
of this substance, as some of those listed as 
having taken cod liver oil were placed on it in 
an effort to cure rickets. These figures may 
more properly perhaps be taken to indicate the 
careless way in which cod liver oil is generally 
administered, and the little protective influence 
that may be rationally expected to result from 
its use unless proper and continued dosage is 
maintained. 


CONCLUSIONS 


In a study of 1000 children from four months 
to four years of age, 500 white and 500 colored, 
49.8 per cent of the white and 87.6 per cent of 
the colored ones were found to have definite 
clinical signs of rickets. 

The percentages are about those to be ex- 
pected from a study of the location and eleva- 
tion of Memphis, which has 63 per cent of 
possible sunshine available. In the white race 
there appears to be a slight predisposition in 
the male to the development of rickets. In the 
colored race sex and other factors as well exert 
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a less well marked influence; whether due to 
the high incidence of rickets in this race, which 
masks slight differences in the findings as ex- 
pressed in the percentages is not determined. 
That the weight of the individual child does not 
appear to affect his susceptibility to rickets is 
shown. The influence of the various kinds of 
foods taken during the first year is slight, ex- 
cept that in the white race breast milk is some- 
what protective. The later children in the fam- 
ily, to a certain degree, show less rickets than 
do the earlier ones. The use of cod liver oil 
in small and irregular amounts does not seem 
to exert a very high protective influence. 


It may seem strange that rickets is still preva- 
lent in so high a percentage of children, although 
the condition was first described in the Second 
Century, and in the Sixteenth and Seventeenth 
Centuries several articles dealing with it were 
produced. In 1885 Pommer worked, out its 
pathological histology, and in 1906 Hopkins an- 
nounced that rickets was a diet deficiency dis- 
ease. Mallory was able to produce and cure 
the lesions in the laboratory animal in 1919, 
and that year demonstrated the usefulness of 
cod liver oil as an anti-rachitic agent. Since this 
time the literature is full of articles dealing with 
the many phases of the subject: vitamins, chem- 
istry, influence of diet, influence of light, endo- 
crin glands, and so forth, and it has been five 
years since Hess and Steenbock, working inde- 
pendently, announced the activation of food by 
ultra-violet irradiations and four years since ir- 
radiated ergosterol was first produced. In 
spite of these facts, we are able to demonstrate 
rickets in almost 90 per cent of negro children 
and in practically half of the white ones. 
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DISCUSSION (Abstract) 


Dr. Eugene Rosamond, Memphis, Tenn—I am glad 
Dr. Mitchell presented this paper before this Section, 
because Alfred Hess, in his new books, mentions the 
paucity of reports of this kind from the South, and 
Abt, in his “Pediatrics,” mentions the same thing. 
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Certainly I have never been convinced that the metab- 
olism of calcium and phosphorus is the whole story 
in the production of rickets. The incidence of rickets 
in cities such as New Orleans, Memphis, Chicago and 
New York, where the number of sunshine hours is 
approximately the same the year around, it seems to 
me is not explained on that basis. Certainly there is 
something else; whether it is exercise or what it is 
we do not know. The moisture in the Mississippi Val- 
ley filtering out the sun’s rays, the smoke of cities 
filtering out the ultra-violet rays, the fact that we 
have become a nation of shade-dwellers, our children 
going to school in covered automobiles or busses in- 
stead of walking two or three miles, as other genera- 
tions did, are only partial explanations. 

Some of us are familiar with the work of Dr. Brown 
on rickets. I shall ask him to finish out my time on 
this paper by giving us his ideas and his conclusions. 


Dr. Alan Brown, Toronto, Can.—It is quite a sur- 
prise to me that rickets should be as prevalent in the 
South as has been shown by Dr. Mitchell’s charts. I 
have no solution to offer as to the observation. I am 
quite in agreement with the statement, however, that 
probably other factors are not only controlling, but 
are operative to prevent rickets in certain communi- 
ties. Observations like this, of course, are going to 
bring us much nearer to the goal. 

I recall a number of other interesting x-ray pictures, 
actual case demonstrations, that I saw with Leonard 
Findlay at his Clinic in Glasgow three years ago. You 
will probably recall that Findlay champions the exer- 
cise theory in rickets. He showed, certainly to my 
satisfaction, with x-ray demonstrations and blood chem- 
istry, cases that improved after exercise, which cer- 
tainly went to show that exercise must have some 
bearing on the prevention or the cure of this condi- 
tion. 

I have no solution to offer as to the probable cause 
of the production of rickets to the extent that has been 
described here. 


Dr. William Weston, Columbia, S. C—Many believe 
that the last word has been said in regard to the etiol- 
ogy of rickets, but I am not one of those who treasure 
this comforting assurance. I do not feel that we are 
yet in a position to make summary announcements. 

It is said that rickets is practically unknown on the 
Island of Lewis, where the inhabitants live under the 
worst hygienic conditions and where sunlight cannot 
play an important role. Therefore, we must conclude 
that so far as the people of the Island of Lewis are 
concerned sunlight is not the determining factor. Ob- 
servers in Labrador, where vitamin D is obtained from 

, several different sources, apparently in abundance, say 
despite this that rickets is quite common. 

I am inclined to the opinion that other factors than 
vitamin D, phosphorus and calcium are concerned in 
the etiology of this very common disease. I should not 
be surprised if before long manganese, iron and copper 
were found to be involved in its etiology. 


Dr. L. von Meysenbug, New Orleans, La—It was my 
pleasure to work with Dr. Alfred Hess in New York 
in 1920 and 1921, when he was just launching his at- 
tack on the problem. I was _ interested in several 
points that Dr. Mitchell brought out, which at that 
time Dr. Hess had also had some inkling of: for in- 
stance, the use of dried or condensed milk as being 
possible protective agents. Dr. Mitchell’s group which 
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used dried milks or canned milks was so distinctly pro- 
tected that I should like to ask him whether most of 
the dried milk that he used was Dryco, which is irra- 
diated. That, I think, would answer for the protec- 
tion there, because Dryco, I think, has been irradiated 
for the last three or four years. 

The possible percentage of sunshine in New Orleans 
is just the same as in New York City, yet we do not 
see anything like the large number of cases of rickets, 
nor do we find the severe cases that are found in New 
York. 

I was surprised to see the large number of cases of 
rickets that Dr. Mitchell observed after the second year 
and wondered whether his clinical findings were not 
merely the residuals of rickets in the earlier months of 
life, because in some of our work in New Orleans on 
the ‘blood chemistry of rickets we found no lowering 
of the inorganic phosphate after a certain age, which, 
as I recall it, was about eighteen or nineteen months, 
nor did we find any evidence of rickets in the blood 
chemistry before the twelfth week of life. We carried 
out a study on a group of babies, starting in Septem- 
ber and going through July, in which we correlated 
the clinical, the blood chemical and the x-ray findings. 
Examinations were carried out every four weeks. Dr. 
DeBuys and I reported this work a few years ago. 
Before the twelfth week we found no chemical evi- 
dence, yet found clinical evidence; for instance, bead- 
ing of the ribs. In almost any newly-born baby you 
can find beading of the ribs. Of course, it is known 
that some other diseases, like scurvy, cause beading of 
the ribs. We feel that enlargement of the epiphyses 
is the most reliable clinical finding in rickets. Cer- 
tainly it fell in line with our blood chemistry and x-ray 
observations. 


Dr. Mitchell (closing).—From observations here and 
elsewhere we can say that almost invariably the inci- 
dence of rickets will parallel the amount of available 
sunshine in any given locality. In the cities reported 
the amount of sunshine actually received is often sur- 
prising. As Dr. von Meysenbug just mentioned, for 
instance, New Orleans, New York and Chicago have 
almost exactly the same amount of sunshine each 
year. 

The babies fed on dried milk received Dryco. The 
total number, however, was small. It is possible, be- 
cause of the smaller curd which forms from dried milk 
during the digestive process as compared with fresh 
milk mixtures, that certain of its constituents are more 
readily available, not being buried away in the larger, 
tougher curd, and that the baby benefits from this 
easier mineral metabolism. 

As to the residual effects of rickets, if one confines 
himself to the clinical evidences of the disease, one 
undoubtedly includes many cases of rickets not now 
active, but often includes manifestations of an active 
process in the earlier years. These were not all active 
cases of rickets in the three- and four-year group, I 
am sure. 

In regard to the report which Dr. DeBuys and Dr. 
von Meysenbug made a few years ago on beading of 
the ribs, that was mentioned in the paper. The earliest 
age included in this study was four months, which 
would perhaps overlook the enlargement of the ribs, 
which was mentioned by them and is seen in the first 
few months of life. We agree that enlargement of 
the epiphyses is one of the most constant findings, al- 
though beading of the ribs is also often present. 
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CULTURAL METHODS AND DIRECT MI- 
CROSCOPIC EXAMINATION IN THE 
DIAGNOSIS OF PATHOGENIC 
AMEBAS* 


By Foster M. Jouns, M.D., 
New Orleans, La. 


The routine examination of specimens for 
Endameba histolytica does not yield certain 
results, even with a competent microscopist. 
The routine reports in many otherwise up-to- 
date laboratories are more apt to be fallacious 
than true. A fair sample of this state of affairs 
was reported recently in the Annals of Internal 
Medicine by Dr. W. F. Harrison,’ of Toronto, 
who cites a case in the University of Michigan 
Hospital in which eleven consecutive examina- 
tions of typical bloody stools were made with 
negative findings. The diagnosis of amebic ap- 
pendicitis was made upon sectioning the appen- 
dix, whereupon subsequent searches finally re- 
vealed innumerable amebas in the stools. Such 
a state of affairs undoubtedly results from the 
complex findings dependent upon the various 
phases of the life cycle of the parasite: the vege- 
tative, precystic, and encysted forms, together 
with the fact that in most instances the labo- 
ratorian making the examination knows noth- 
ing of the case in hand and is content merely to 
examine what he or she finds waiting on the 
specimen shelf of the laboratory. Amebic in- 
fections cannot be diagnosed quite so easily. A 
simple culture method would therefore be most 
desirable. 

With the advent of cultural methods by Boeck 
and Drbohlav,? in 1925, work was started imme- 
diately in my laboratory upon the applicability 
of cultures to routine stool examination. This 
has continued until the present. The addition 
of rice starch and acriflavine by Dobell and 
Laidlaw,* in 1926, produced a medium that 
grew amebas from properly collected stools with 
almost the same regularity that one cultivates 
the ordinary pathogenic bacteria. C. S. Tripoli 
and I studied the use of this medium in labora- 
tory routine for many months. The detailed di- 
rections for preparing a standard medium that 
could be duplicated, kept and depended upon 
were published by Tripoli* in 1928. This me- 
dium has been in daily use for almost two 





*Read in Section on Pathology, Southern Medical 
Association, Twenty-Third Annual Meeting, Miami, 


Florida, November 19-22, 1929 
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years and is the one used in this present com- 
parative study. 


In order to evaluate the relative usefulness 
of cultures for pathogenic amebas I have tried 
to keep all of the conditions rigidly equal. Tab- 
ulated statistics were made upon a single ex- 
amination by both methods in each case exam- 
ined. Depending upon the gross characteristics, 
the method of examining the specimen was va- 
ried as follows: 


(1) Formed to hard stools were examined within 
twelve hours by diluting and concentrating the cysts by 
the Johns centrifuge method.5 Search was made for 
cysts with the low dry lens (16 mm.) without the use 
of stains. If cysts were found present, they were 
identified by studies of the fresh (for chromidal bars) 
and iodine-stained preparations (for nuclei). 


(2) Soft stools were examined within two hours of 
their passage for precystic forms by dilution with 
Ringer’s solution and also by centrifuge concentration 
for cysts. Identification of precystic amebas, if un- 
accompanied by cysts, was made by stained smears or 
proctoscopic findings (ulcers containing typical vege- 
tative amebas). 

(3) Diarrheal stools were examined immediately fol- 
lowing passage from the patient only, search being 
made in selected portions for vegetative amebas. Proc- 
toscopic examination for ulcers, which, if found, were 
further searched for amebas, was also a routine ex- 
amination. 

Culture of the same specimen as examined directly 
was made by inoculating a portion the size of a 
match head to an acriflavine-starch-dilute serum me- 
dium on a flat egg base. This was examined on the 
third and fifth day of incubation at 37° C. 


Direct identification of Endameba histolytica 
in culture is relatively easy. In fact, out of the 
hundreds of non-pathogenic amebas planted in 
my cultures it was only an occasional vegetative 
form of Endameba coli that was found as a 
result of some particularly favorable accompany- 
ing bacterial flora. These were always scarce in 
the primary culture, as well as fairly charac- 
teristic in morphology, and would not survive a 
transplant. 


The following comparative findings were ob- 
tained: e 


Of 614 specimens examined from as many different 
individuals, 560 were negative, and 50 contained Enda- 
meba histolytica. 

Of the 50 infections with the pathogenic ameba, 49 
were found by direct microscopy and one by culture 
only. 

Positive cultures were obtained in 39 instances, while 
11 were negative. Of these, eight specimens failed to 
grow from cysts and two from vegetative forms pres- 
ent in the specimen. Large numbers of Blastocystis 
hominis or a mucin-producing bacterium, both of 
which grow rapidly and appreciably alter the media, 
were the most apparent causes of failure to obtain a 
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growth. Several of these cases were cultured subse- 
quently by what Tripoli terms “nursing.” 
Incidentally, the figures with regard to the 

incidence of infection in Louisiana are interest- 

ing, the percentage findings for this series be- 

ing: 

199 private patients examined as routine: 18, or 9.0 per 
cent, infected. 

181 medical students, 15, or 8.33 per cent, infected. 

234 Charity Hospital outpatients, 17, or 7.26 per cent, 
infected. 


614 with an average incidence of 50, or 8.1 per cent, 
infected. 

Non-pathogenic amebas were encountered as follows: 
Endameba coli, 58; incidence of 9.4 per cent. 
Endameba nana, 4; incidence of 0.6 per cent. 
Iodameba williamsi, 6; incidence of 0.9 per cent. 
Valkampfia lobospinosa, 1. 


COMMENT 


By careful microscopy, centrifuge concentra- 
tion of feces for cysts, the use of low-power 
lenses to cover much material quickly, and 
rigid attention to proper collection of material 
for examination, the direct microscopic exami- 
nation was found to be 20 per cent more ef- 
ficient than the culture. But I am _ confident 
that in many laboratories the findings of Craig 
and St. John,® of the Army Medical School, who 
report almost twice as many positive cultures as 
were found by smears (15.49 per cent of posi- 
tive cultures against 8.45 per cent of positive 
smears), would be duplicated. While Craig and 
St. John used a somewhat different culture me- 
dium, I do not believe I have missed many in- 
fections in this series. The examinations re- 
ported for the 180 medical students were sub- 
jected to many checks and cross-examinations by 
groups of fairly well trained students them- 
selves. Comparative studies of St. John’s media 
failed to give as good a primary growth in many 
instances as the one used. In the only other 
comparative study that I can find recorded, T. 
B. Magath’ reports approximately 50 per cent 
more positives found by the microscope than 
with cultures. Dr. Magath kindly showed me 
some of his cultures, in which starch was used 
but not the acriflavine. 


The finding of only one positive culture with 
negative microscopic findings, while apparently 
inconsequential in this instance, served to im- 
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press upon me the necessity for continued rou- 
tine stool culture. This patient had a presump- 
tive diagnosis of liver abscess at the time, which 
was subsequently operated upon and reported 
to me by Dr. George Herrmann, of Tulane Uni- 
versity, as having shown a characteristic amebic 
aspect. It had chocolate-colored necrotic mate- 
rial in the cavity. 

The ease with which doubtful pathogenic veg- 
etative and precystic amebas could be differen- 
tiated from non-pathogens was easily the out- 
standing help derived from cultures of these 
specimens. 


Mixed infections are more than apt to be en- 
countered. With a preponderating number of 
easily recognizable non-pathogenic parasites, one 
is apt to jump to a hasty conclusion and over- 
look a few of the pathogenic variety. A simul- 
taneous culture makes a fairly reliable check 
examination. 


SUMMARY 


Six hundred and fourteen specimens of feces 
were examined culturally and by direct examina- 
tion. 

Fifty infections with Endameba histolytica 
were found. 

Forty-nine positive diagnoses were made by 
direct microscopy. 

Thirty-nine positive cultures were obtained. 

One positive culture was obtained with nega- 
tive microscopic findings. 
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DISCUSSION (Abstract) 


Dr. Ernest Carroll Faust, New Orleans, La—One of 
the important points which Dr. Johns has brought out 
is that the cultural method will aid in those cases in 
which there is some question as to the identification 
of an E. histolytica form which closely simulates an 
Endolimax nana form and also one which is difficult 
to distinguish from E. coli. There are such cases, and 
they are unfortunately not too infrequent, when from 
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the rough microscopic examination or even examination 
of centrifuged material it is difficult to differentiate E. 
coli, E. In the cultures by 
throwing out E. coli and E. nana, as Dr. Johns has 
indicated, we have a very practical method of making 
this differentiation, which at other times is somewhat 
uncertain. Dr. Johns is to be congratulated upon mak- 
ing this method a practical one which can be carried 
out in any good diagnostic laboratory. 


histolytica, and E. nana. 


I have personally found a higher incidence of both 
E. coli and E. histolytica in certain cases which I have 
examined in New Orleans. My cases were on the ob- 
stetrical service and not on the medical service. How- 
ever, the question arises, whether patients on the ob- 
stetrical service can, by a lowered resistance, have a 
higher incidence of these infections than a cross-section 
of the general population, which is the group Dr. Johns 
has been working with. 


Dr. C. C. Bass, New Orleans, La—I wish to empha- 
size the refinement of technic that Dr. Johns shows in 
concentrating or centrifugalizing his specimens. As to 
Dr. Johns’ results, which seem to indicate that the 
cultures are unlikely to pick up many, if any, cases 
that would not be picked up by proper microscopic 
examination, we must remember that he is comparing 
a very refined microscopic method of direct examina- 
tion of the feces with the cultural method. Many 
others who would compare the direct examination of the 
feces with cultures are likely to have different results 
if they employ what I should say is a very inferior 
technic for making the direct examination 

My remarks are especially to emphasize the impor- 
tance of proper concentration by use of the centrifuge, 
which makes the specimen much better for examination 
and identification of the organism. 


Dr. Johns (closing) —The diagnosis of pathogenic 
amebas in a patient who is anxious to get back to the 
country, or something like that, is very difficult be- 
cause of the uncertainty of diagnosis from fresh or 
stained smears. For good results, in my hands, stains 
have taken two or three days, but with the cultural 
methods we obtain very beautiful findings in twenty- 
four hours. 

I wish to thank Dr. Bass for the point that he em- 
phasized. I really believe there is some difference of 
opinion among most of us. For instance, I am just as 
confident that one good examination of the stool is all 
that is required as Dr. Craig is that you have to have 
six or eight or one a week for six weeks. I believe 
that one competent examination should give accurate 
results in the majority of cases. An examination may 
require proctoscopy of the patient, or it may require 
putting yourself cut to some extent to examine a soft 
stool or to examine a perfectly fresh diarrheal stool. 

With regard to the continuation of cultures, in my 
own practice I intend to carry on both methods of exam- 
ination. The one case we have cultured with negative 
routine microscopic examination of and with an amebic 
liver abscess has convinced me that we should take the 
extra trouble to culture all specimens routinely. 
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THE ETIOLOGY, PATHOLOGY AND SYMP- 
TOMATOLOGY OF CHRONIC 
CARDIOSPASM* 


By E. B, Freeman, M.D., 
Baltimore, Md. 


The condition which we now know as chronic car- 
diospasm was first described by Purton in 1821. A 
case was also reported in 1833 by Hanney! under the 
caption of “Diffuse Dilatation of the Esophagus with- 
out Obstruction at the Cardia.” In 1878 Zanker and 
Von Ziemsen= collected 17 cases from the medical 
records. These cases were all considered as idiopathic 
dilatation of the esophagus. In 1882 Mikulicz? at- 
tributed idiopathic dilatation of the esophagus to car- 
diospasm, and in 1883 this view was shared by Melt- 
zer.4 That cardiospasm was the etiological factor in 
idiopathic dilatation of the esophagus was not, how- 
ever, generally accepted at this time. Even now the 
term “cardiospasm” is not accepted by the entire med- 
ical profession, and many hypotheses concerning the 
etiology of the condition have been advanced. Rolles- 
ton,” in 1896, suggested that it was due to a lack of 
normal relaxation of the cardia rather than to spasm. 
He called attention to the fact that there was no hyper- 
trophy of the muscular structure in the region of the 
cardia; in this area the musculature seemed to be nor- 
mal, while there was thickening of the esophageal wall 
higher up. In 1915, Hurst® and his co-workers came 
to the same conclusion and suggested the term “achala- 
sia of the cardia,” and this term has been accepted by 
a number of writers on the subject. Mosher,’ in an 
article published a few years ago, said that chronic 
cardiospasm is a misnomer, that there is an organic 
basis for the symptom complex, and that the spasm 
does not produce the condition, but makes a “bad mat- 
ter worse.” 

Many other writers of recent years, including 
Plummer, Vinson and Smithies, believe that the 
condition is due to muscle spasm at the lower 
end of the esophagus. Therefore, the writer 
will take up more in detail some of the views 
that were and are now being held in reference 
to the etiology of the condition. 

Concerning the pathology, very little could be 
found in medical literature until recently. This 
is due mostly to the fact that cardiospasm is 
not a very frequent disease. There has been 
no material obtained for pathological study ex- 
cept that furnished through autopsies, and ap- 
parently very few of these have been performed 
on patients suffering from cardiospasm, since 
most of the patients live for many years and 
usually die from some intercurrent disease. For 
this reason, I shall quote very freely the au- 
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topsy findings of others, especially of Rake and 
Mosher. 

The symptom 
for many years. 


complex has been recognized 

When a careful history is 
taken, there can be little doubt as to the diag- 
nosis. However, it is very seldom that a case 
is referred for treatment in which a correct diag- 
nosis has been made. It is amazing to note 
how little attention has been paid by the text 
books on medicine to this important, but rather 
rare, condition. Even the systems of medicine 
have very little to say about diseases of the 
esophagus. In going over one system recently, 
I found only about four pages devoted to the 
discussion of diseases of the esophagus. . Be- 
cause the text books say little about the condi- 
tion, I shall go into seme little detail in de- 
scribing the symptoms. 

Under normal conditions, the upper and lower 
ends of the esophagus remain closed. In the 
process of swallowing, the upper sphincter re- 
laxes and the bolus of foed enters the esophagus, 
down which it is propeiled by peristalsis. The 
peristaltic activity under normal conditions is 
so arranged that at the proper time the bolus 
of food passes into the stomach. In cardiospasm 
this neuro-muscular mechanism of the esophagus 
is apparently lost, and instead of the food’s 
passing into the stomach normally, it is retained 
in the esophagus. In view of the fact that some 
writers maintain that this is due to spasm, others 
that it is due to lack of relaxation, and still others 
that it is due to organic disease plus spasm, 
the writer desires to mention in some detail the 
different views that are held: 

A few years ago Smithies said: “It is quite likely 
that such lesions as give rise to repeated spasms at the 
cardia are capable of producing muscular hypertrophy 
of an over-active and over-worked sphincter, and at 
the same time this alteration in sphincter reflex sec- 
ondarily disturbs the neuro-muscular mechanism of the 
esophagus above it.” 

Mosher? maintains that: “The great causes of so- 
called cardiospasm are strictures of the lower end of 
the esophagus and displacement. These two causes 
often act together; spasm can make a bad matter worse, 
but it does not originate the condition. According to 
the formation of the bodies of the vertebrae, the esoph- 
agus has a secure or an insecure bed. If the vertebral 
bodies are flat and broad, the esophagus rests securely. 
If, however, as often happens, the bodies of the tho- 


racic vertebrae are narrow and pointed, the esophagus 
is readily unseated. Once the esophagus has left its 


bed, the pressure from the heart prevents it from get- 
ting back. The posterior surface of the left lobe of 
the liver reinforces the front face of the terminal por- 
tion of the esophagus in the same manner that the 
cricoid cartilage stiffens the upper part of the esophagus. 
In both places the vertebral column is a rigid wall be- 
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hind. The same type of stricture which is found back 
of the cricoid cartilage is found in the liver tunnel 
back of the liver. Lateral webs and thin diaphragm- 
like strictures with a small central opening are charac- 
teristic of the upper part of the esophagus. So far, 
most of the strictures which I have found in cardio- 
spasm are of these two types.” 

Mosher’ also calls attention to the indentation 
of the anterior wall of the esophagus by the left 
lobe of the liver. He stresses the importance 
of pressure from the left crura of the diaphragm. 
Thus he believes that these two anatomical fea- 
tures are partly, at least, responsible for the 
condition under discussion. He stresses mobili- 
zation of the lower end of the esophagus. This, 
together with the backward bend of the terminal 
portion of the esophagus, and with a pouching 
to the right produces a water-trap effect, prac- 
tically blocking or closing the lower end of the 
esophagus. 

Hurst!” and his associates attribute the dys- 
function of the cardia to a disturbance in which 
the cardiac sphincter does not relax in the act 
of deglutition. Food is retained in the lower 
end of the esophagus, because the peristalsis is 
not sufficiently strong to overcome the resistance 
offered by the closed sphincter. More and more 
food accumulates until a column about eight 
inches high is formed. The pressure exerted by 
this is then sufficient to overcome the cardiac 
sphincter. If additional food is subsequently 
swallowed, the portion already in the lower end 
of the esophagus passes into the stomach. The 
cardia closes once more when the column of 
food falls below eight inches. Hurst, therefore, 
says that the obstruction offered by the cardiac 
sphincter results in over-action of the esophageal 
muscle, which becomes greatly hypertrophied, 
and the accumulation of food leads to enormous 
dilatation. Achalasia of the cardia must be due 
to interference with the normal neuromuscular 
mechanism which leads to the relaxation of the 
cardiac sphincter on the arrival of each peri- 
staltic wave. He further states that since there 
is no hypertrophy of the cardiac sphincter, the 
disturbance in the neuromuscular mechanism 
must be found in the nervous mechanism alone. 
Therefore, he and his associates, particularly 
Rake, made careful autopsy studies to determine 
whether or not they could find evidence of a 
nerve tissue degeneration in the nerve supply 
of the esophagus. The esophagus is innervated 
by the vagus and sympathetic. In the chest, the 
left vagus reaches the esophagus, passing down- 
ward over the anterior surface, while the right 
passes downward over the posterior surface. 
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These relations are maintained throughout its 
entire length. What relation the sympathetic 
nervous system bears to the neuromuscular 
mechanism of the esophagus is not definitely 
known. There are conflicting views held by 
different experimenters as to what happens when 
the vagi are sectioned. 


Dr. A. Brown Kelly!! reports in a recent article the 
experimental work done by Dr. Williamina Abel, who 
anesthetized cats and fed them with a bismuth milk 
mixture through a tube introduced into the upper end 
of the esophagus. This showed that in the normal cat, 
the esophagus is small and the opaque meal passes 
freely into the stomach. In a second experiment in 
which the right vagus was severed below the recurrent 
laryngeal 24 hours previous to the radiographic study, 
plates taken three minutes after the administration of 
the bismuth milk mixture showed marked distention of 
the esophagus. Some of the bismuth mixture, however, 
passed into the stomach. In another experiment, both 
vagi were cut 48 hours previously. After the barium 
meal, the lower end of the esophagus was found enor- 
mously distended. After death, which took place 16 
hours later, none of the bismuth milk mixture could 
be found in the stomach. 

Dr. Mosher® reports that there is recent evidence 
that after section of both vagus nerves the lower half 
of the esophagus regains its normal tone in 24 hours; 
whereas, the upper half does not show peristalsis again 
for three months. 

Cannon!” has made some interesting experimental 
studies in reference to function of the lower end of 
the esophagus. He has demonstrated that when a 
neutral solution is introduced into the stomach, it runs 
freely back and forth between the stomach and esoph- 
agus. If, however, the solution is made acid, it is 
prevented from entering the esophagus. He _ believes 
that there is an acid control of the cardiac sphincter, 
the nerve channel being through the cardiac plexus. 
Cannon has further demonstrated that pressure anemia 
of a given portion of the intestinal tract, produced ex- 
perimentally, was followed in about four hours by de- 
struction of Auerbach’s plexus and a cessation of peri- 
stalsis. 

Dr. Jackson!% believes that the stenosis in the syn- 
drome in many of the cases formerly called cardiospasm 
is not spasmodic and is not at the cardia, but at the 
diaphragmatic hiatus; and consists in failure of the 
tonically and normally closed diaphragmatic pinchcock 
to open at the approach of the bolus as it normally 
should do in the coordination control of Auerbach- 
Meissner plexus. In another group of cases he be- 
lieves the syndrome is due to compression stenosis of 
the abdominal esophagus. 


I have believed for many years that the ob- 
struction to the passage of food into the stom- 
ach in the so-called cases of chronic cardiospasm 
is at the diaphragmatic opening and not at the 
cardia. This opinion is based on many esopha- 
goscopic examinations made in these cases. 
When an endoscopic examination is made of a 
normal esophagus, the diaphragmatic hiatus will 
be seen to open and close during inspiration and 
expiration. This I have never observed in cases 
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of chronic cardiospasm. The hiatal opening in 
these cases has always been found closed, 
Therefore, I believe that in the neuromuscular 
disturbance of the esophagus, the neuromuscular 
mechanism of the diaphragm may be likewise 
disturbed, and it is quite possible that some of 
the changes in the musculature of the esophagus 
are secondarily due to malfunction of the dia- 
phragm in its relation to swallowing. What the 
primary etiological factor is in disturbing the 
neuromuscular mechanism of the esophagus re- 
mains to be determined. 


Some of the English pathologists believe that 
in cases of so-called cardiospasm there is a loss 
or diminution of ganglion cells in Auerbach’s 
plexus. The late Dr. Stokes also held the same 
view. With this idea in mind, Rake did some 
very valuable autopsy studies in Guy’s Hospital. 

Dr. Rake!* is now in the Pathological De- 
partment of the Johns Hopkins University 
School of Medicine. I have had-a number of 
talks with him about his autopsy findings in the 
cases that he has reported from Guy’s Hospital, 
and also the cases which he has studied since 
making the aforesaid report; the total number 
of which at this time is twelve. Dr. Rake 
has kindly given me his consent to quote the 
following from his autopsy findings: 


“On December 17, 1926, there was admitted to Guy’s 
Hospital a man, R. C., age 67, with three months’ 
history of carcinoma of the right side of the tongue. 
An operation for removal of the growth and the glands 
was performed on December 21, and two days later 
the patient died from an inhalation pneumonia. A 
post-mortem was performed sixteen hours after his 
death. 

“The esophagus presented an area of hypertrophy 
beginning opposite the bifurcation of the trachea and 
extending downwards 9 cm. to end 4 cm. from the 
cardiac sphincter. Just as in cases of dilated esopha- 
gus, the region of the cardiac sphincter was normal and 
presented no hypertrophy. 

“The hypertrophy was confined to the circular mus- 
cle. There was slight dilatation at the upper end of 
the esophagus, but none within the hypertrophied area 
or below. No evidence of stricture or obstruction 
either within or without the esophagus could be found 
in the region of the cardia. There was no involvement 
of the vagus nerves in the neck or thorax by glands or 
other lesions. 

“The reason for this localized hypertrophy was at 
first obscure, but the writer, in thinking it over, came 
to the conclusion that it must represent the stage of 
compensated achalasia of the cardia, that is before the 
initial hypertrophy had given place to dilatation, a 
stage that, from its absence of symptoms, is never ob- 
served clinically. This being the case, it was an ideal 
opportunity to examine the condition of Auerbach’s 
plexus and to determine its relation to the disturbance 
in peristalsis according to Hurst’s suggestion. It is of 
interest to notice that among the cases of esophageal 
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hypertrophy that had been previously described were 
ones by Rolleston and Shattock, in which, unknown 
to the writer, they had arrived at a similar conclusion 
as to the mechanism of its production. The latter says: 
‘In connection with muscular hypertrophy of the esoph- 
agus without dilatation, it is enough to point out 
that it may represent a completely compensated achala- 
sia or even cardiospasm.’ 


“Sections were accordingly cut from four areas of 
the esophagus: the extreme lower end, the lower end 
of the hypertrophied area, the middle of the hypertro- 
phy, and the ‘upper end. The sections were stained 
with hematoxylin and eosin, and hematoxylin and van 
Gieson. 

“In the sections from the lower end there was a 
striking change involving Auerbach’s plexus. The gan- 
glia were much increased in size. At the same time, 
all the ganglia in this area showed some degree of in- 
flammatory change which varied from what appeared 
to be almost an acute process with marked cell infil- 
tration to one in which there was fibrosis with little 
or no cell infiltration. In the more acutely inflamed 
ganglia the vessels were dilated and engorged, cell in- 
filtration was most marked around the vessels, and 
eosinophil cells were frequent. In other ganglia there 
was considerable fibrosis, relative poverty in ganglion 
cells and evidence of their disintegration. 

“Examination of the blocks from areas higher up 
the esophagus showed progressively decreasing inflam- 
matory changes. The ganglia were smaller and but 
rarely showed evidence of inflammation which, when 
present, was always of an acute nature. The muscle 
was greatly hypertrophied and exhibited no signs of 
fibrosis nor cell infiltration; there was no vascular en- 
gorgement. In the sections from above the hypertrophy 
no abnormality could be discovered. 

“In no part of the esophagus was there any esopha- 
gitis or suggestion that the inflammatory process had 
spread through the tissues from the lumen of the 
esophagus to reach the plexus. The inflammation in 
the plexus was apparently primary.” 

Two additional cases of esophageal hypertro- 
phy without dilatation have been examined by 
Dr. Rake, who reports the same autopsy find- 
ings. Two other cases with clinical symptoms 
of cardiospasm which were studied at autopsy 
showed marked destruction of the ganglion cells, 
especially in the cardia. All that remained of 
the ganglia in this region were small, fusiform, 
fibrous scars occupying the site where normal 
ganglia should have been found. Two hundred 
and fifty sections were examined. Sections of 
the upper end of the esophagus showed less ad- 
vanced changes. The remnants of ganglia were 
easily recognized, and the fibrosis was not so 
extensive in and about the plexus. 

Mosher and McGregor® give autopsy findings in one 
case only. They report that both muscular layers were 
thickened, and they do not believe that the muscular 
hypertrophy is to be found alone in the circular coat. 
They also report that the blood vessels were much in- 
creased in number and size. They found a small num- 


ber of Auerbach’s plexus at the upper end of the esoph- 
agus among the voluntary muscle fibers, which is a 
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contradiction to Kelly’s!! statement that they are found 
only in the lower half of the esophagus where no volun- 
tary muscle can be made out. Their most important 
observation has to do with the ganglion cells in Auer- 
bach’s plexus. In the lower end of the esophagus no 
ganglion cells were found in 100 sections studied. They 
confirm the findings of Stokes, Hurst and Rake that in 
cases of cardiospasm the ganglion cells in Auerbach’s 
plexus are markedly diminished. 

It would seem from these few autopsy reports 
that definite pathological conditions in the esoph- 
agus have been observed which may be responsi- 
ble for the condition which we now know as 
“cardiospasm.” Other valuable autopsy studies 
are now being made, especially in the Mayo 
Clinic,!® which we hope will give us valuable 
added information regarding this clinical condi- 
tion. 

From clinical observation, I believe that we 
have no right to attribute cardiospasm to psy- 
choneurosis and other reflex disturbances else- 
where in the body. Chronic cardiospasm has a 
definite etiology, a definite pathology, and a 
definite symptomatology. It should, therefore, 
be considered as definitely a disease of the esoph- 
agus as is carcinoma. 

In the consideration of the etiology and pa- 
thology I have drawn very much from the work 
of others; whereas, in the discussion of the 
symptomatology I shall draw on my own clin- 
ical experience, based on a study of approxi- 
mately one hundred cases treated during the past 
twenty years. 

Dysphagia is the most important symptom in 
chronic cardiospasm. It is the symptom that 
usually causes the patient to go to a physician 
for relief. The obstruction to passage of food 
is usually located in the region of the lower end 
of the esophagus. This, however, is not always 
true, as the patient may state that the obstruc- 
tion is in the cricoid region. No satisfactory 
explanation has ever been made of this latter 
unusual phenomenon. In this small group of 
cases the diagnosis is made very much more dif- 
ficult. Sometimes these patients say that 
something seems to come up from the stomach 
which prevents them from swallowing. The 
hysterical patient frequently complains of a lump 
in the throat, but on close questioning one finds 
that this never interferes with the swallowing of 
food. The dysphagia in the beginning of the 
disease may be very mild, and sometimes is 
spoken of by the patient as merely indigestion; 
but on careful questioning, one will find that 
there is some local sensation beneath the lower 
end of the sternum, which they describe as pres- 
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sure or fullness. These attacks may occur ir- 
regularly, and sometimes quite infrequently. As 
the disease progresses, however, the difficulty in 
swallowing becomes more pronounced and there 
is a tendency for the attacks to come on fre- 
quently during meals, without any apparent ex- 
citing cause. At this stage of the disease the 
patient usually says that he has as much trouble 
in swallowing liquids as he has in swallowing 
solid foods. As the disease progresses, the ob- 
struction to the passage of food is more or less 
continuously present, and the patient begins to 
drink large quantities of water and to resort to 
other methods of procedure in trying to get 
more food into the stomach. Some patients find 
by drinking two or three glasses of water with 
their meal and by making certain special efforts 
at swallowing, that they are able to force a 
considerable portion of their food through the 
cardia. Sometimes sitting in the erect position 
and taking very deep breaths may be helpful. 
On account of the difficulty in swallowing, these 
patients eat very slowly and swallow very cau- 
tiously. They frequently begin to exclude from 
their diet various articles of food. There are a 
few articles of food which, in some cases, do 
seem to precipitate an attack. Many patients 
say they can bring on an attack by hurriedly 
swallowing a few mouthfuls of ice cold water. 
Apples and certain other fresh fruits seem to 
have the same effect. Vinson mentions popcorn’s 
having caused difficulty in a small group of 
cases. In the advanced stage of the disease, 
very often patients develop symptoms of com- 
plete obstruction. 

The writer saw one such case a number of years ago, 
in which complete obstruction had been present for 
many days, and the patient died within a few hours 
after entering the hospital. An autopsy was performed 
in this case, and a large dilated esophagus without ob- 
struction at the cardia was found. 

In another case operated upon, a gastrostomy was 
performed, but immediately closed, because a patent 
cardia was found. The symptoms of obstruction were 
not relieved, and the patient died a few days following 
the operation. 

In some of the cases of chronic cardiospasm, 
the symptoms of acute esophageal obstruction 
subside, while others require very prompt treat- 
ment. 

Next in importance to dysphagia as a symp- 
tom is regurgitation. This is often referred to 
by the patient as vomiting. It may take place 
at any time during a meal or between meals; in 
some cases, it occurs with almost every meal. 
Sometimes the patient will begin to regurgitate 
his food shortly after beginning his meal when 
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only a few mouthfuls have been taken; this, 
however, is not the rule. The regurgitation is 
more likely to occur after he has taken a con- 
siderable quantity of food, and is most probably 
due to the patient’s taking food into the esopha- 
gus faster than it filters through into the stom- 
ach. In the majority of cases, when the height 
of the column of food in the esophagus is eight 
inches or more, food begins slowly to pass into 
the stomach; and these patients are able to get 
enough food through the cardia to maintain a 
low state of body nutrition. They frequently 
regurgitate so much of their food that they are 
hungry and thirsty most of the time. Some- 
times large quantities of food are regurgitated. 
This is always mixed with a large amount of 
mucus and never contains hydrochloric acid. 
Some patients are so uncomfortable on account 
of regurgitation, and so distressed because the 
food does not enter the stomach, that they ex- 
cite vomiting to produce relief. In some cases, 
the obstruction is so complete that food taken 
the day before is regurgitated. I have seen pa- 
tients with cardiospasm with a considerable por- 
tion of a barium meal still in the esophagus 
many hours after its administration. Varying 
quantities of food and secretion may be found 
in the esophagus in these cases. The writer has 
removed 2000 c. c. from a dilated elongated 
esophagus. Patients with cardiospasm fre- 
quently find it very difficult to carry on conver- 
sation while eating their meals. Many patients 
dislike to eat in the presence of strangers on ac- 
count of having to leave the table once or twice 
during a meal because of regurgitation of food. 
Pain of varying degrees is frequently asso- 
ciated with cardiospasm. Sometimes it is merely 
a discomfort, or a pressure sensation, or a full- 
ness beneath the lower end of the sternum; but 
in about 25 per cent of the cases the pain is of 
sufficient degree to be very annoying. These 
patients frequently tell you that they have indi- 
gestion with pain high up in the epigastric re- 
gion. The pain is usually aggravated by the 
intake of food, although it does occur sometimes 
when food has not been taken for several hours. 
Sometimes it continues as long as food is re- 
tained above the cardia. Occasionally the pain 
is very severe in character and simulates attacks 
of gallstone colic or angina. Dr. Verbrycke a 
few years ago reported before the Section a se- 
ries of 23 cases in which the pain simulated that 
of angina pectoris. In these cases a differential 
diagnosis is quite difficult to make. In some 
attacks of severe pain, the patients complain 
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that the pain radiates through to the back, which 
is again confusing from a diagnostic standpoint. 
These severe attacks many times require an ano- 
dyne for relief. A careful history and fluoro- 
scopic study, however, will usually make the 
correct diagnosis. A small percentage of pa- 
tients suffering from chronic cardiospasm com- 
plain of shortness of breath after exertion and 
also at night, with a pressure sensation in the 
substernal region. These symptoms are most 
likely to occur in patients who have a marked 
dilatation of the esophagus, in which food re- 
mains more or less continuously. They fre- 
quently sleep with the head somewhat elevated, 
as they find this position gives them the greatest 
comfort. When the head is low the esophageal 
contents flow back into the pharynx, some gain- 
ing entrance to the larynx, sometimes causing 
severe attacks of coughing with symptoms of 
strangulation. To avoid these unpleasant symp- 
toms, some patients try to empty the esophagus 
before retiring. Another very annoying symp- 
tom which frequently occurs is increased sali- 
vation. In a small group of cases a profuse 
flow of saliva is one of the early symptoms. 
Rake,” in his recent article, calls attention to 
the enlargement of the submaxillary glands in 
all cases of chronic cardiospasm. This has not 
been my experience, however. Many of my pa- 
tients have shown no submaxillary enlargement. 
Patients with chronic cardiospasm in which there 
is definite dilatation of the esophagus are nearly 
always found to be in a state of malnutrition, 
some having lost from 20 to 40 pounds, or more. 
All that have come under my observation have 
had some loss of weight. They are able to take 
only a very small quantity of food, as the esoph- 
ageal contents pass slowly into the stomach. 
They all suffer from muscular weakness, are 
easily prostrated, and are constipated. Many 
times there is a varying degree of secondary ane- 
mia. It seems to be, however, a different type 
of anemia from that found in the cases that 
suffer from spasmodic closure of the upper end 
of the esophagus. In the latter type the anemia 
is of a severe degree and is associated with en- 
largement of the spleen. 


SUMMARY 


The etiology of cardiospasm is still very much 
a matter of controversy, many conflicting views 
being held. In considering the pathology of the 
condition due credit must be given to those in- 
vestigators who have found that there are mi- 
croscopic changes in the ganglion cells of Auer- 
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bach’s plexus in cases of so-called cardiospasm. 
However, one must not overlook the fact that 
possibly some of the changes in the ganglion 
cells may be due to rapid post-mortem degen- 
eration of these nerves. 


So-called chronic cardiospasm has a definite 
symptomatology, which as yet is not fully appre- 
ciated by the medical profession as a whole. 
This is due, for the most part, to the fact that 
little attention has been paid to it in the text 
books on the practice of medicine. 
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THE TREATMENT OF CARDIOSPASM* 


By Porter P. Vinson, M.D., 
Rochester, Minn. 


Although cardiospasm has been recognized for 
many years, there is still a striking lack of uni- 
formity in the procedures advocated for ‘ts re- 
lief. This variation in treatment may be due 
in part to difference in opinion as to what signs 
and symptoms must be present to warrant a 
diagnosis of the disease. Certain observers con- 
sider a diagnosis of cardiospasm justifiable on 
the basis of symptoms alone; others require de- 
monstrable visual evidence of obstruction to a 
barium meal at the cardia, with or without dila- 
tation of the esophagus above the point of ob- 
struction. 


—— 


*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twenty-Third Annual Meeting, 
Miami, Florida, November 19-22, 1929. 

*From the Division of Medicine, The Mayo Clinic. 
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Patients who represent the former group may 
be benefited by treatment that will fail to relieve 
those represented in the latter group. There- 
fore, when one submits a report tabulating the 
end-results of treatment of cardiospasm, it is 
necessary to state whether there was roentgeno- 
scopic evidence of obstruction at the cardia be- 
sides the classical symptoms of the disease. 
There was definite obstruction to the barium 
meal at the cardia in all of the cases reviewed 
in this report. 

Many writers on cardiospasm refer to the dis- 
ease as functional in origin; they believe that 
it is based on nervous instability, and they ad- 
vocate psychotherapeutic measures ‘n treatment. 
Although it is not my purpose in this paper to 
consider the possible etiology of cardiospasm, 
it may be said that the association of nervous 
instability with the disease has not been more 
common than with any other organic lesion. 
Consequently, treatment directed toward relief 
of psychoneurosis has not relieved the difficulty 
in swallowing. 


Various anti-spasmodic drugs have been em- 
ployed in the treatment of cardiospasm, but 
beneficial results rarely have been experienced, 
and any benefits that have been obtained have 
been of short duration. 

One patient who is included in this study, and who 
had complete symptomatic closure of the cardia, failed 
to obtain relaxation of the spasm after the hypodermic 
injection of 1/25 grain of atropine sulphate given every 
three hours to the point of acute poisoning. Another 
patient obtained temporary relief following hypodermic 
injection of atropine sulphate, but after the drug had 
been employed for several years it was necessary to 
use 1/4 to 1/3 grain to produce relaxation of the car- 
dia. This dose was given once a day to enable the 
patient to take a meal. An hour or two after the meal 
had been taken, complete esophageal closure occurred 
and the cardia remained closed until the drug was 
again administered on the following day. 

The majority of patients with cardiospasm 
have been treated by some preparation of bella- 
donna, and very few have obtained any benefit 
from it. 


Because of ulceration in the esophagus above 
the point of spasm, due to the stagnation of 
food and secretion, local treatment of the in- 
flamed esophagus through an esophagoscope has 
been employed. However, as this treatment is 
directed against the result of the obstruction 
rather than against its cause, the benefits do not 
justify the discomforts and hazards of the pro- 
cedure. 


Cardiospasm, with marked dilatation and an- 
gulation of the esophagus, presents a great 
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temptation to the surgeon to employ some type 
of anastomosing operation or a plastic operation 
on the cardia. The risk of these operations, 
and the results obtained when the patient sur- 
vives, do not warrant their employment. If any 
type of operation is undertaken, it should con- 
sist of gastrotomy with manual dilatation of the 
cardia only. 

The majority of those interested in the treat- 
ment of cardiospasm agree that in most cases 
some form of dilatation of the cardia is neces- 
sary to produce permanently beneficial results. 
Stretching of the cardia may be accomplished by 
several methods, such as by dilating from below 
through an opening into the stomach, by pass- 
ing sounds or a mechanical dilator into the car- 
dia through an esophagoscope, by employment 
of a mercury-filled bougie, or the introduction of 
sounds or an expanding type of dilator through 
the cardia, over a previously swallowed thread. 
All of my patients were treated by passage 
through the cardia of a sound, size 60 F., by 
the Russell hydrostatic dilator introduced into 
the cardia and distended, or by manual dilatation 
of the cardia through the stomach (two cases). 
The dilator is always guided into the stomach 
by the thread. 

It may be well to enumerate some of the rea- 
sons for failure to relieve cardiospasm when it 
is treated by hydrostatic dilatation. The method 
sometimes is considered ineffective when the 
dilator has been introduced into the esophagus 
and distended and the patient has not been re- 
lieved of dysphagia. Unless a thread is em- 
ployed to guide the dilator into the cardia, espe- 
cially in the cases in which there is angulation 
of the esophagus, the instrument may not enter 
the area of spasm, and expansion may occur in 
the dilated part of the esophagus, above the 
cardia, without producing the slightest benefit. 
Even when a thread is used as a guide, the di- 
lator may slip out of the region of spasm and 
may be pulled into the stomach or pushed up 
into the esophagus as it becomes distended with 
water. It is often difficult to detect this move- 
ment of the dilator, but unless the patient has 
pain during the time of expansion of the instru- 
ment, one is warranted in concluding that the 
cardia has not been stretched. This difficulty 
may be overcome by introducing the dilator com- 
pletely into the stomach, distending it with wa- 
ter, pulling it up against the cardia forcibly, re- 
laxing the water pressure until a portion of the 
dilator can be pulled into the esophagus and 
then rapidly renewing the pressure of water. 











Vol. XXIII No. 3 


It would seem advantageous to attempt dila- 
tation of the cardia in such cases under fluoro- 
scopic guidance, but there are so many disad- 
vantages in working in a darkened room that I 
do not favor this procedure. 

It is possible that if one were to use a larger 
dilator, fewer patients would have a recurrence 
of symptoms, but I feel that my results are 
such that it is neither necessary nor desirable to 
increase the size of the dilating bag. 

In some instances one may feel sure that the 
cardia has been dilated thoroughly, and yet the 
patient may continue to notice some obstruction 
to the passage of food into the stomach, that 
subsequent similar dilatations may relieve com- 
pletely. Therefore, in every case, the cardia 
should be dilated again and again until relief is 
obtained, and patients should be instructed to 
return for further dilatation of the cardia in 
case of recurrent dysphagia. 

Up to July 12, 1929, 683 patients, suffering 
from cardiospasm, had been observed in the 
clinic. Of this number, 679 underwent dilata- 
tion of the cardia by means of sounds, a hydro- 
static dilator or manually, through a gastrotomy 
The results are given in Table I. 














opening. 
TABLE I 

END RESULTS OF TREATMENT OF CARDIOSPASM 
Total number of cases 683 
Total treated by dllmbatiOn. .......nccnccccecccccocsonrsece 679 
Untraced a : 
Traced 
Considered cured: 

COMPIStOly POUOVOR —-ccncccccccenssccecsecessoesecessices OO 

—72.34% 

SHUERt GYSPNRGIR -....ccccecccocervecessese ostngiiees ee 

Moderate dysphagia ................--:0-.-2-+ Son oe 91 


Considerable dysphagia but some perma- 
nent benefit 
No permanent benefit . a 
Refused dilatation 
Died while under observation: 
ge See 9 
Starvation before dilatation could be done’ 2 
Died after leaving clinic (condition un- 
known at the time of death)........................ 12 











In July, 1926, because of an occasional death 
from initial hydrostatic dilation of the cardia, I 
began to pass sounds through the cardia before 
using the expanding dilator. Since that time I 
have not had a single fatal result in the treat- 
ment of approximately 200 cases of cardiospasm. 
The results are given in Table II. 

I believe that the risk in treating cardiospasm 
is definitely reduced by the preliminary passage 
of a 60 F. sound through the cardia and that 
hydrostatic dilatation should be reserved for 
those patients who are not relieved by the for- 
mer procedure. 
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TABLE II 
RESULT OF TREATMENT WITH SOUNDS ONLY 
Total number of cases 41 
Untraced 6 
Traced 35 
Completely relieved = 9 
Ce 10 
Moderate dysphagia 5 








Considerable dysphagia 
No benefit 
Died after leaving clinic 

Condition unknown at time of death. 





wen 





Although the relief of cardiospasm by dilata- 
tion is symptomatic rather than anatomic, pa- 
tients who had been treated by various methods 
of dilatation were observed roentgenoscopically 
immediately after courses of treatment had been 
concluded. In seventy-one cases no evidence of 
obstruction to the barium meal at the cardia 
was found. In fifty-seven cases there was slight 
lagging at the cardia; in ten, there was mod- 
erate lagging, and in twenty-six considerable lag- 
ging. 

In twenty cases, the ultimate results of treat- 
ment were compared with the condition of the 
cardia as observed roentgenoscopically imme- 
diately after courses of treatment by passage of 
sounds only. The results of this comparison are 
shown in Table III. 


TABLE III 


COMPARISON IN TWENTY CASES OF ULTIMATE 
RESULTS WITH RESULTS AS REVEALED BY 
ROENTGENOSCOPY IMMEDIATELY AFTER 
COURSES OF TREATMENT BY 





PASSAGE OF SOUND ONLY 
Ultimate Results 
¢ ¢ 23 
; ing tw tw 8 OO & 
Immediate Roentgeno- od S os LS @ 
scopic Evidence o% o oS, 2a oO 
aa #2 gf gf eo 
£o = am ed Dir 
om =A eA ok i) 
0 n ral 1é) a 
No obstruction at cardia 3 1 2 
Slight lagging. ................ 2 2 3 
Moderate lagging ............ 1 
Considerable lagging .... 2 1 2 1 
TABLE IV 
COMPARISON, IN 144 CASES, OF ULTIMATE RE- 


SULTS WITH RESULTS AS REVEALED BY 
ROENTGENOSCOPY IMMEDIATELY AFTER 
COURSES OF TREATMENT BY HY- 





DROSTATIC DILATATION 
Ultimate Results 
a gs 26 
» @ © 2% ¢ 
Immediate Roentgeno- oo S Os © og ¢ 
scopic Evidence 25 6 6 86 r=] 
as 28 Ge ge 2 
<@ ain oR wn va] 
5m i Ta) oA eA }° 
6) n a és) Z 
No obstruction at cardia 18 28 6 8 5 
Slight lagging. .................. 12 23 12 3 
Moderate lagging ............ 2 3 2 2 
Considerable lagging .... 3 10 6 
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A similar investigation was made in 144 cases 
in which hydrostatic dilatation was employed. 
The results are recorded in Table IV. 


SUMMARY AND CONCLUSIONS 


(1) Medical measures offer very little pros- 
pect of permanent benefit in the treatment of 
cardiospasm. 

(2) Surgical operations on the cardia for the 
relief of cardiospasm are unnecessary in most 
cases, and the risk is too great to warrant their 
employment except in unusual cases. 

(3) Local treatment of the inflamed esopha- 
gus through an esophagoscope is of very little 
value, as it is directed against the result rather 
than the cause of the disease. 

(4) The risk of hydrostatic dilatation of the 
cardia may be reduced by the preliminary pas- 
sage of a 60 F. olive into the stomach. 

(5) Reasons for failure to cure canmionparm 
by dilatation are enumerated. 

(6) Dilatation of the cardia is advocated in 
the treatment of cardiospasm. 

(7) Although the end-result of treatment 
cannot be predicted from a _ roentgenoscopic 
study of the esophagus after dilatation of the 
cardia, yet in those treated cases in which there 
is no obstruction or slight obstruction at the 
cardia, there is a greater chance of the patient’s 
obtaining permanent benefit than in those cases 
in which some lagging of the barium meal is 
seen. 





DISCUSSION (Abstract) 


Papers of Dr. Freeman and Dr. Vinson 

Dr. Julius Friedenwald, Baltimore, Md—Our knowl- 
edge of the causation of cardiospasm is still obscure. 
Probably Jackson is correct in his theory that we are 
actually dealing with a failure of the “pinchcock” to 
open on the approach of food in the normal cycle of 
swallowing. In other words, the esophagus is pinched 
as it passes through the diaphragm which is the imme- 
diate cause of so-called cardiospasm. Some, for exam- 
ple, Mosher, maintain that the obstruction noted in the 
terminal esophagus in many of these cases is not actually 
due to spasm, but is essentially organic. I am inclined, 
however, to believe that in most instances there is a 
disturbance of the neuromuscular mechanism at hand 
which may finally develop into a definite hypertrophy 
of the muscular ring at the cardia followed by diffuse 
dilatation. This disturbance in the normal mechanism 
may be central, reflex or of intra-esophageal origin. 
Thus shock, worry or trauma with the hurried gulping 
of food may serve as contributory factors. It is also 
interesting to note that spasm at the cardia is not un- 
commonly produced reflexly by disease of organs else- 
where, as by gall bladder and appendiceal infections 
as well as lesions of the stomach and duodenum and 
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that it in turn may be accompanied by spasm of other 
portions of the body, as for example pylorospasm or 
enterospasm. 

In 1922, at a meeting of the Southern Gastro-En- 
terological Association, Dr. Morrison and I presented 
a report of 133 cases of this affection, of which 41 
were instances of true cardiospasm with associated 
esophageal dilatation and 92 of the acute type of sim- 
ple spasm at the cardia. We are still strongly of the 
opinion that the two conditions should be definitely 
distinguished from each other. In spasm at the cardia 
we are dealing entirely with an acute contraction which 
is transient in character, whereas in true cardiospasm of 
the more chronic type, in addition to hypertrophy or 
an unusually strong or prolonged contraction of the 
cardia, a diffuse dilatation of the esophagus is also 
present. In cardiospasm, in addition to the usual signs 
of dysphagia and regurgitation, we have frequently ob- 
served in some of our cases such symptoms as dyspnea, 
cough and angina-like pains, and in certain instances 
true angina was noted. The extent of the dilatation 
is sometimes remarkable. In one of our cases the 
esophageal capacity was 2000 c. c. 

The diagnosis can usually be suspected from the 
symptoms alone, but should always be confirmed by 
the passage of bougies as well as by fluoroscopic ex- 
amination. By means of esophagoscopy carcinoma can 
usually be excluded. In the treatment of the acute 
forms, that is, the cases of simple spasm at the cardia 
due to neurasthenia or hysteria, we have found that 
the methods ordinarily applied in the handling of func- 
tional nervous affections usually prove effective. Many 
cases are associated with undernutrition and yield to 
upbuilding treatment as rest cures, to psychotherapy, 
bromids and belladonna. The second, the chronic forms, 
must be treated by means of forcible dilatation with 
bougies or special instrumentation as Dr. Vinson has 
emphasized, in order to bring about a cure. Great 
care must be exercised, as has been shown, in this di- 
rection, inasmuch as it is extremely dangerous to apply 
great force with all forms of bougies, which should 
ordinarily be introduced under the direction of a 
threaded guide. Following the application of properly 
directed olive tips of gradually increasing size, we have 
utilized, with great satisfaction, the dilator devised by 
the late Jesse Meyer. This instrument may be used 
in larger size every few days until dilatation is com- 
plete, which eliminates the dangers of a single forcible 
dilatation. We have found that even following treat- 
ment of these cases and when the patient is apparently 
cured, relapses are not uncommon and the patient may 
be required to undergo other courses of dilatation, per- 
haps even after a period of months or years. In some 
instances of aggravated types of cardiospasm, inanition 
may be so great that it may even become necessary to 
perform gastrostomy in order properly to feed the pa- 
tient until dilatation has been sufficiently completed. 
In some instances retrograde dilatation may become 
necessary. 


Dr. Seale Harris, Birmingham, Ala—In the acute 
cases particularly, psychotherapy, palliative treatment 
and dieting are of great value. 

One of our patients came into the hospital appar- 
ently with a complete obstruction. He had been un- 
able to swallow water for a number of days. We 
gave him two hypodermics of atropin, the cardiospasm 
relaxed and he was able to drink water and milk. This 
man gained nine pounds in one day, 24 hours. We 
wanted to keep him in the hospital for dilatation and 
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treatment, but he insisted upon going home. He did 
not come back for two years, has not had any trouble 
since, has gained 30 or 40 pounds, and was relieved of 
the condition. 


We have all sorts of spasms, as you know, from 
psychic causes. They are relieved by diet, belladonna 
and psychotherapy. 

I am glad that Dr. Vinson called attention to the 
dangers of dilatation. I saw in consultation last year 
a case dilated by a very careful surgeon who used the 
hydrostatic dilator. He had evidently split the esoph- 
agus into the mediastinum and the man died of medias- 
tinitis later on. The dilators should be used with great 
care. 


Dr. A. L. Levin, New Orleans, La—I should like to 
ask Dr. Vinson how often he advises esophagoscopy in 
a minor cardiospasm in a case of possible malignancy. 
In the early stages it is not easy to differentiate ma- 
lignant and benign lesions. And does he attempt or 
advise dilatation in early cases of malignancy? 


Dr. J. Russell Verbrycke, Jr., Washington, D. C—I 
should like to ask Dr. Vinson two questions: first, is 
the number 60 sound introduced right away, or is it 
preceded by the smaller sounds? 

Secondly, what pressure does he use with the hydro- 
static dilator; and how does he vary it, according te 
the pain sense of the individual or otherwise? 


Dr. Vinson (closing)—I am quite willing to believe 
everything that Dr. Harris has said about the patient 
gaining nine pounds in one cay. It gives me courage 
to tell about a patient suffering from cardiospasm who 
gained 23 pounds in five days following dilatation of 
the cardia. 

I think this point about acute cardiospasm is well 
taken. I have seen many references in the literature 
concerning acute cardiospasm or acute spasm of the 
esophagus in which the obstruction is not always at 
the cardia, and these patients have been relieved by 
various types of procedures that will not relieve the 
ordinary type of cardiospasm. I do not think I have 
ever seen a patient with cardiospasm in whom symptoms 
have been present for less than one month. The aver- 
age duration of symptoms is about seven years. 

This brings us to Dr. Levin’s question as to the dis- 
tinction between carcinoma and cardiospasm. Of 
course, there are many points that come into this dif- 
ferentiation, the age and sex of the patient, duration 
of symptoms, site of the obstruction, and so on. In 
a certain group of patients it is impossible to distin- 
guish by any means at our disposal between these two, 
and wherever there is the slightest doubt as to the 
diagnosis we prefer to have the patient go home and 
return in three months, at which time the diagnosis can 
be settled and appropriate treatment instituted. 


Dr. Verbrycke has asked whether the passage of the 
number 60 French sound is preceded by a smaller 
sound. This is always done. Before using the larger 
sound we always introduce a number 41 French sound, 
and if that passes into the stomach without obstruction 
in a case in which roentgenologic examination shows 
obstruction to. the barium meal at the cardia, the patient 
has cardiospasm. It is one of the most reliable diag- 
nostic points. Then we pass a number 60 French 
sound, with the results you have seen. 

Dr. Verbrycke also asked about the pressure used 
with the hydrostatic dilator. The dilator is completely 
distended when it has reached a pressure of twenty feet 
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of water. We carry the pressure higher and then per- 
haps increase the effectiveness of the dilatation, but I 
think when the pressure is brought up to twenty feet 
you have usually completely distended the dilator. 

We do not depend on pain to determine the degree 
of dilatation. Pain may be brought on by passing a 
number 41 French sound. I have seen severe epigastric 
pain develop following the passage of a number 41 
French sound in cases in which there was relatively lit- 
na toa following hydrostatic dilatation of the 
cardia. 





TRAUMATIC RUPTURE OF THE TUNICA 
VAGINALIS IN HYDROCELES* 


By Joseru D. Cottins, M.D.,+ 
Norfolk, Va. 


A hydrocele may be described as a collection 
of serous fluid in the tunica vaginalis or in the 
funicular process of the peritoneum from which 
it is derived. The common hydrocele is simply 
a chronic distention of the tunica vaginalis un- 
connected with disease of the testes or epididy- 
mis. Hydrocele is a very common condition, 
most often seen in middle aged or elderly men, 
although it may occur at any age. As a rule, 
no cause can be given for its appearance. In 
recent cases the wall of the sac is thin and 
elastic and the sac itself translucent, but in old 
standing cases it may be greatly thickened and 
as hard as cartilage, and calcareous plaques may 
be deposited in its walls. It may be of enormous 
size, containing many quarts of fluid. The fluid 
is usually of pale straw color and loaded with 
albumin. Sometimes it contains blood or choles- 
terin crystals. As a rule, a hydrocele gives no 
symptoms except for the mechanical interfer- 
ence and a sense of weight. This is, of course, 
dependent upon its size. But when rupture of 
the tunica vaginalis takes place there are very 
pronounced symptoms and signs, and the victim 
of this accident is apt to be incapacitated for a 
considerable time, and a permanent disability 
may result. As railroad surgeons, we are vitally 
interested in this condition, for there is no doubt 
that a large number of railroad employes are 
afflicted with hydrocele. This applies especially 
to those men who were admitted to the service 
hefore the system of physical examination came 
into vogue. From a search of the literature it 
would appear that this accident is of rather rare 
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occurrence, as only about sixty cases have been 
recorded, mostly from France and Switzerland. 
Little attention has been paid to it in America, 
England and Germany. Nevertheless, this con- 
dition can hardly be as rare as might be sup- 
posed, for three cases have come under the no- 
tice of the writer in less than five years. 

The effects of a rupture of the tunica vaginalis 
are immediate: there is severe pain, stabbing or 
cutting, accompanied by a feeling of something 
tearing or giving way. Faintness or shock may 
occur. The scrotum becomes larger and softer. 
During the first few hours there is a more or 
less uniform edema, absolutely confined to the 
affected side of the scrotum, which appeared 
translucent in most of the cases in which this 
point was investigated. The position of the 
testicle can generally be made out by palpation 
at this stage. After several hours the edema 
slowly spreads to the penis, especially the pre- 
puce, the opposite side of the scrotum, and even 
at times to the lower part of the anterior ab- 
dominal wall and perineum. More or less dis- 
coloration of the scrotal tissues from effused 
blood is generally to be seen within twelve to 
twenty-four hours of the rupture, and when a 
vessel of any size has been torn a subserous or 
subcutaneous hematoma will be produced. The 
scrotum is usually very tender when palpated 
and there is sometimes a recrudescence of the 
pain which lasts two or three days and may be 
so severe as to require morphin for its relief. 


If untreated, the edema generally begins to 
subside after a week and has usually disap- 
peared in three or four weeks, while the hydro- 
cele which has become much smaller in most 
cases slowly refills. When there has been con- 
siderable hemorrhage the tissues remain thick- 
ened and boggy for a long time, or perhaps in- 
definitely. The absorption of the fluid is usu- 
ally accompanied by slight fever and general 
malaise. Complications are rare, but cases of 
gangrene and even fatal septicemia have been re- 
ported. 

The trauma causing the rupture of the tunica 
vaginalis may be of a quite insignificant charac- 
ter. A slight knock or blow or even muscular 
effort, such as occurs during a fall, may resuJt 
in a rupture. It is even possible for rupture to 
take place spontaneously when the wall of the 
sac is the seat of advanced disease. 

It is interesting to consider why the tunica 
vaginalis ruptures. We know it is a membrane 


of some strength and capable of resisting con- 
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siderable fluid pressure. This is shown by the 
experiments of Saint-Martin and Delore. 

The former observer, by injecting fluid under pres- 
sure into the tunica vaginalis of post-mortem subjects, 
found that one atmosphere,.or fifteen pounds pressure, 
was the least pressure under which he obtained rup- 
ture, while in seven out of fourteen cases he failed to 
obtain rupture at all. In each of the seven cases in 
which rupture occurred it was in the upper part of 
the tunica vaginalis. Delore, however, found rupture 
almost as frequent below as above. When a hydrocele 
has formed the tunica vaginalis has still considerable 
strength, and Mauclaire and Vinsonneau say that they 
have tried to produce rupture by pressure on the hydro- 
celes of patients under anesthesia before performing 
radical cure, but have failed. 

It seems clear, therefore, that except under 
the influence of relatively severe trauma, to un- 
dergo rupture the tunica vaginalis must in some 
way be changed. In what exactly this change 
consists there is some difference of opinion, but 
before mentioning the two principal views on 
the subject it will be well to allude briefly to 
the anatomy of the part. 

As is well known, the parietal portion of the 
tunica vaginalis is covered by several layers of 
tissue. Beneath the skin is the dartos, a thin 
reddish membrane of unstriped muscular and 
elastic fibres, consisting of two separate layers, 
the outer surrounding both testicles, the inner 
and stronger forming a separate investment for 
each. In the middle line there exists a potential 
space bounded on each side by the deep layer 
of dartos, and into this space pathological effu- 
sions occasionally enter. Next comes a thin 
layer of loose cellular tissue, the fascia of 
Cooper. If one injects fluid into the potential 
space formed by this loose tissue, one finds that 
it is completely closed on the side of the thigh, 
but communicates freely with the subcutaneous 
tissue of the perineum, penis and anterior ab- 
dominal wall. Here pathological effusions col- 
lect much more frequently. Beneath this, again, 
is a strong fibro-muscular tunic consisting of 
three layers, more or less easily separable. It 
may be regarded as a fibro-muscular bag en- 
closing the testicle and cord, open only at the 
level of the internal abdominal ring. The lower 
portion enclosing the testis is by far the 
stronger. Separating the tunica vaginalis from 
the fibro-muscular coat is a layer of subperi- 
toneal cellular tissue, in which blood vessels, 
mainly branches of the funicular artery, ramify. 
This tissue is much better developed above than 
below. Indeed, in its lower fourth the tunica 
vaginalis becomes firmly united to the fibro- 
muscular layer. Pathological effusions are fre- 
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quent in this situation. The tunica vaginalis 
often presents finger-like diverticula 1 or 2 cm. 
long, which end, blindly sometimes, after pierc- 
ing the fibro-muscular tunic. While they may 
exist in any part of the tunica vaginalis, they 
are said to be most common above. They are 
regarded by Saint-Martin as-the essential cause 
of rupture of hydroceles. Burdet and Delore, 
on the contrary, think that the cause should 
rather be sought in the softening and degenera- 
tion of the tunica vaginalis and its .coverings. 
In comparing these two theories it will be well 
to inquire into the usual seat of rupture and the 
condition of the tunica vaginalis found at op- 
eration. 

Saint-Martin, writing in 1883, said that ac- 
cording to his observations the rupture most 
commonly took place in the antero-superior part 
of the tunica vaginalis. Reverdin, writing in 
the same year, regarded the anterior and central 
region as the most common seat. Since this 
time many cases have been recorded and as a 
large percentage of these have been subjected to 
operative intervention, the exact locality of the 
rupture has been determined with much greater 
exactitude than formerly and has been shown 
to be situated at almost all points in the tunica 
vaginalis in different cases. From an examina- 
tion of the records of a number of cases it 
would seem that the ruptures are slightly more 
frequent on the anterior aspect than on the 
posterior, a fact perhaps explained by the adhe- 
sion of the tunica vaginalis posteriorly to the 
scrotum, noted several times. 

Some French authors seem to regard the point 
of trauma as important in determining the site 
of the rupture, but it would appear contrary to 
the laws of fluid pressure to expect it. We 
must conclude that the tunica vaginalis rup- 
tures at its weakest point, which may be any- 
where, and by no means exclusively in the 
juxta-funicular portion as Saint-Martin thought. 

In the second place, what is the condition of 
the tunica vaginalis? In almost every case in 
which the tunica vaginalis has been carefully 
examined it has been found diseased. The 
membrane itself is usually thickened and vascu- 
lar and may present on its inner aspect flat- 
tened plaques of a yellowish color, resembling 
those of atheroma, sometimes calcified or even 
ossified. In the substance of the membrane 


may be areas of fatty degeneration, and occa- 
sionally false membranes are found on its inner 
Histological examinations of sections 


surface. 
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of the thickened tunica vaginalis after rupture 
have shown it to be composed of fibrous con- 
nective tissue so thick and dense as to be com- 
pletely deprived of cellular elements. Reverdin, 
who describes two cases of comparatively short 
duration before rupture, notes that even in these 
there were lesions in the tunica vaginalis, which 
no one would have expected. It would appear, 
therefore, that the tunica vaginalis gives way 
because it is diseased, and that the rupture may 
occur at any point on its surface. However, 
there is no doubt that when trauma is suf- 
ficiently severe, rupture may occasionally occur 
in tunicae vaginales that are but little changed. 

It is interesting to inquire what it is that 
Is it the 
tunica vaginalis only, or does the fibrous layer 
rupture at the same time also? Reverdin was 
of the opinion that both coats generally gave 
way, but Burdet considered that it was the 
tunica vaginalis only which usually ruptured. 
Delore’s experiments, in which fluid under pres- 
sure was injected, seemed rather to favor the 
latter view, for in one case only out of seven 
was the fibrous layer ruptured; but little reliance 
can be placed on the result of these experiments, 
since healthy tissues only were involved in them. 
Certainly, in some of the more recent and care- 
fully described cases, it is the tunica vaginalis 
only which has given way, but there can be no 
doubt that both varieties occur, so that the 
effusion of the serous fluid may take place either 
into the subserous tissue or into the loose cellular 
tissue immediately beneath the dartos or into 
both. It is possible to distinguish clinically 
between these two varieties. A rapidly spreading 
edema, with considerable ecchymosis extending 
on to the abdominal wall indicates a rupture of 
the fibrous tissue, while a limited swelling, ac- 
companied by slight ecchymosis, will indicate a 
rupture of the tunica vaginalis only. This will 
be more certain if the effusion is prolonged along 
the cord and forms a tumor of some size. In 
two or three weeks after the rupture the greater 
part of the effused fluid will have been absorbed, 
and if there has been much bleeding it is then 
quite easy to distinguish a vaginal from an extra- 
vaginal hematocele, for the former surrounds 
and obscures the testicle, while the latter forms 
a swelling to one or the other side of it. When 
the scrotal skin is adherent to the tumor it is 
strong evidence that the hematocele is situated 
external to the fibro-muscular coat. The hema- 
tocele thus formed may occasionally be ab- 
sorbed, but it is much more usual for the 
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scrotal tissues to become thickened and for the 
swelling to persist indefinitely. 

The rupture itself is usually slit-like, with 
sharp cut or jagged edges. It may be very ex- 
tensive. The fluid found on operation in the 
sac of the hydrocele is usually blood stained 
and contains a variable amount of blood clot. 
The blood comes from the vessels divided by 
the rupture of the tunica vaginalis or fibrous 
coat, the latter being often very vascular. It is 
possible to have a massive hemorrhage if the 
spermatic artery is torn, as happened in one of 
the writer’s cases. 


There should be little difficulty in recognizing 
this condition if a reliable history is obtainable. 
Scrotal elephantiasis and extravasation of urine 
are said to be the conditions for which it has 
been mistaken, and its resemblance to the latter 
is certainly close at first sight. When there is 
nausea and vomiting a strangulated hernia may 
be simulated. But the freedom from constric- 
tion of the hernial ring will make the diagnosis 
clear. 


The treatment of a ruptured hydrocele is es- 
sentially surgical. The scrotum should be 
opened up widely, cleaning out all the blood 
clot, and the greater part of the parietal portion 
of the tunica vaginalis removed. When, as some- 
times happens, firm adhesions exist posteriorly, 
binding the tunica vaginalis to the scrotum, it is 
probably best to leave this area untouched. In 
old men, where the testicle has ceased to be a 
functional organ, castration may be the simpler 
course. The wound in the scrotum should be 
sutured loosely and a small drain placed in the 
lower angle. The scrotum should be enveloped 
in a supportive dressing. 


A brief resume of the writer’s cases follows: 

Case I—A white farmer, age 36 years, had had a 
large hydrocele five or six years. While in the act of 
climbing a rail fence he slipped and fell astride the 
fence, striking his scrotum a very severe blow. When 
seen several hours later he was suffering considerable 
pain. His temperature and pulse were normal. His 
scrotum was swollen and edematous and already ecchy- 
moses were scattered throughout its walls. Under gen- 
eral anesthesia his scrotum was opened and a rather 
large amount of blood-stained liquid escaped. There 
was a vertical laceration in the tunica vaginalis about 
6 or 7 cm. long. The greater part of the parietal 
layer of the tunica vaginalis was removed and the testi- 
cle invaginated into the remainder, which was secured 
around it by two stitches. A small drain was placed 
in the lower angle of the scrotal wound, which was 
sutured loosely. The wound healed without suppura- 
tion and he was discharged from the hospital at the 
end of the fourth week. 
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Case I1—A white man, 45 years old, a mill worker, 
had had a hydrocele for many years, which had be- 
come as large as a child’s head. While at work he was 
struck on the scrotum by a piece of wood. He imme- 
diately suffered great pain and fell in a faint. He was 
sent to the hospital, where the writer saw him within 
an hour. He was somewhat shocked and appeared 
quite ill. His scrotum was swollen enormously and 
was extremely tender on palpation. He was operated 
upon immediately. Upon opening the scrotum there 
was found a large transverse rupture of the tunica 
vaginalis which extended into the structures of the 
cord. Upon liberating the clots it was found that the 
spermatic artery was spurting. On account of the ex- 
tensive laceration of the cord vessels it was thought 
that an orchidectomy was the wisest procedure, remov- 
ing the testicle, cord and sac at the level of the external 
abdominal ring. The tunica was found to be the 


.seat of advanced atheromatous degeneration which, no 


doubt, accounted for the extensive rupture. Recovery 
was uneventful and he left the hospital at the end of 
the third week. 

Case II1I]—A negro, age 42 years, had a hydrocele 
about the size of a small orange. While working on 
the docks he was struck on his scrotum by a truck 
handle. He had some pain, but after an hour resumed 
his work. That night he noticed that his scrotum 
was larger than usual and very tender. Two days 
later he came to the hospital. There was considerable 
edema over the whole scrotum. An ice bag was applied 
for five days and then operation was performed. The 
scrotum was infiltrated with a blood-stained fluid and 
there were some clots in the tunica vaginalis. There 
was a rupture about 2 cm. long in the upper and an- 
terior wall of the tunica vaginalis. The vaginalis was 
resected. Recovery was complete, and he left the hos- 
pital within three weeks. 


In conclusion the writer wishes to emphasize 
that every railroad employe who possesses a 
hydrocele should be considered a potential lia- 
bility, a candidate for prolonged hospitalization 
with its attendant expense, which perhaps may 
terminate in a permanent disability. The ex- 
amining surgeon should reject for employment 
applicants who are found to have hydroceles, 
however small, for they all tend gradually to 
increase in size and undergo degeneration with 
the passing of time. If an employe already in 
the service is found to be affected with a hydro- 
cele he should be urged to have the radical 
operation. It is simple and safe and if it is 
properly performed there are no recurrences. 





DISCUSSION (Abstract) 

Dr. H. Gates, Bradenton, Fla—It is important for 
the railroad surgeon to examine these cases thoroughly 
when he first sees them. 

One of my cases recovered without operation. The 
treatment for hydrocele sometimes can save an opera- 
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tion. One may use a large needle, draw the water and 
put a half drachm of iodin in it. Others split open 
the scrotum and pad it with iodin gauze. 


Dr. Collins (closing).—In answer to the question as 
to what would happen if these cases were not operated 
upon, I will say that if there is no massive hemorrhage 
in the scrotum the rupture in the tunica vaginalis will 
usually close up and the hydrocele will refill. 





AMEBIASIS IN THE SOUTHERN STATES* 


By Mark S. Doucuerty, M.D., 
Atlanta, Ga. 


Having been impressed by the frequency of 
amebiasis in the hospitals and clinics of At- 
lanta, I undertook an investigation of its present 
prevalence in the Southern states. 

This report of my investigation deals with: 
first, a study of the incidence of the disease in 
the Southern states for 1928; second, a clinical 
consideration of amebiasis in its various mani- 
festations with the citation of cases; and, third, 
a review of the accepted methods of treatment. 


THE INCIDENCE OF THE DISEASE 


Investigations since the World War indicate 
that the incidence of infection with Entameba 
histolytica in the north temperate zone varies 
between 5 and 10 per cent of the general popu- 
lation. The most significant of these surveys 
was made by Boeck and Stiles! in 1923. In the 
study of 8029 persons representing civilians, 
soldiers who had seen foreign service and sol- 
diers who had seen home service only, and on 
whom 13,043 examinations were made, they re- 
ported an incidence of 4.1 per cent of actual 
infection with Entameba histolytica. Craig? re- 
ported 14.6 per cent of infection in an exam- 
ination of, 116 officers at the Army Medical 
School in Washington. Seventy-five per cent 
of these presented symptoms which might have 
been caused by amebic infection, but only one 
had had amebic dysentery. Few of these men 
had seen service outside of the United States. 
Williamson, Kaplan and Geiger,? in a recent 
study in Chicago, in the examination of 1148 
food handlers, found 27 harboring Entameba 
histolytica, a percentage of 2.35. Two of these 
were active cases. It is interesting to note that 
the stimulus for this study was the occurrence 
in the same hotel of five cases of amebic infection 





*Read in Section on Medicine, Southern Medical As- 
sociation, Twenty-Third Annual Meeting, Miami, Flor- 
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among the hotel guests in a period of a few 
months. A pantry girl and a vegetable girl were 
found to harbor the entamebae and the night 
cook was ill with amebic dysentery. Surveys 
in Europe and England indicate approximately 
the same percentage of infection as found by 
the students of this subject in the United States. 
In 3146 English civilians Dobell* found the in- 
cidence of infection 3.4 per cent. 
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AMEBIASIS IN THE SOUTHERN STATES FOR 1928 


The information presented in this study was 
obtained from the state boards of health and the 
leading hospitals in the territory included in 
the Southern Medical Association. Three hun- 
dred questionnaires and letters were mailed out 
and 98 answers were received. The statistics 
obtained from the state boards of health reveal 
(Table 1) a total of 94 deaths attributed to ame- 
bic dysentery in 1928 in the eleven states that 
made separate tabulations of deaths resulting 
from dysentery. In eight of these states 5.9 
per cent of the reported deaths from dysentery 
resulted from amebic infection. Four states 
made no separate tabulation of deaths from dys- 
entery, and in four states no morbidity report 
was made. The majority of the 221 cases was 
collected from Texas, Louisiana, Tennessee and 
Georgia (see map); only 42 of these were report- 
ed to the state boards of health. Among these 
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there were 13 cases of liver abscess. Recur- 
rences were reported in nine instances. Six pa- 
tients were children under fifteen years of age. 
Among twelve replies from insane asylums, two 
reported three cases, while the remaining did 
not report any. Warm stools were examined in 
all instances and stained stools in many. The 
vegetative forms of Entameba histolytica were 
found in 123 patients and the encysted forms in 
66; while in 22 both the vegetative and encysted 
forms were demonstrated. 

Only one physician thought that amebiasis had 
been on the increase for the past few years; 
twenty physicians did not think so and the re- 
maining number offered no opinion. The per- 
sonal equation in diagnosis must be considered 
and it must be realized that these cases are 
presented from widely distributed places; there- 
fore, the statistics presented are only relatively 
correct. However, they indicate the endemic 
distribution of this disease in the South. 


MODE OF INFECTION 


In order to understand the protean clinical 
manifestations of amebiasis it is necessary to 
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understand the life history of the entameba and 
the channels through which it is disseminated. 
Entameba histolytica is a tissue parasite of man 
and is the only ameba showing any pathoge- 
nicity. James® describes its life cycle as con- 
sisting of a 
“vegetative stage in which the entameba carries on its 
normal existence and reproduction under favorable con- 
ditions; a precystic stage in which it prepares for the 
continuation of the species in the outside world; and 
an encysted stage by which the infection is spread.” 
Entameba histolytica as seen in the stool pre- 
sents a clear, broad, hyaline ectoplasm  sur- 
rounding a granular endoplasm which has a 
ground glass appearance and contains an eccen- 
trically placed, spherical nucleus. The vegeta- 
tive form of the entameba is characterized by 
its activity, explosive protrusions and rapid 
withdrawals of blunt pseudopodia. The pres- 
ence of ingested red blood cells is presumptive 
evidence that the parasite is Entameba histo- 
lytica. The parasite multiplies in the tissues 
and lumen of the large gut by a process of 
binary fission, the nucleus first dividing, soon 
followed by a division of the cytoplasm into two 
parts. When, as a result of either increased 
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resistance of the host or the institution of treat- 
ment, the conditions of life become unfavorable, 
the entamebae begin to encyst. The precystic 
generations represent the effort of the parasite 
to prepare for the continuation of the species in 
the outside world. This is accomplished by 
the encysted forms. They present a greenish, 
refractile appearance and usually contain four 
nuclei. These cysts are ingested, pass into the 
intestinal tract, and develop into the vegetative 
forms of the entamebae. Under favorable con- 
ditions these vegetative forms gain a foothold 
in the colon and, following an incubation period 
of from a few days to many months, a well 
defined amebic colitis usually results. 


NON-PATHOGENIC PROTOZOA 


While a discussion of other forms of pro- 
tozoa infesting the intestinal tract is be- 
yond the scope of this paper, a brief ref- 
erence should be made to the most com- 
mon of these parasites. There are four 
other species of amebae whose habitat may be 
the intestinal tract of man, namely: Entameba 
coli, Endolimax nana, Iodameba butschlii, and 
Dientameba fragilis. Entameba coli and Endoli- 
max nana are far more frequent than Entameba 
histolytica. These parasites are described by 
Wenyon.® It is generally conceded that they 
are harmless commensals inhabiting the large 
gut and a knowledge of them is necessary only 
to distinguish them from Entameba histolytica. 


CLINICAL CONSIDERATION 


Amebic infection may be divided into a latent 
phase which is usually below the clinical horizon 
and an active phase presenting clear cut clinical 
manifestations. As suggested by Dobell and 
Low’ and further emphasized by Musser,’ ame- 
biasis may be divided into four distinct clinical 
groups: (1) the carrier state, constituting the 
latent phase; (2) general amebiasis; (3) amebic 
diarrhea; and (4) amebic dysentery, constitut- 
ing the active phase. 

Carriers may be designated as contact car- 
riers who have never suffered from dysentery 
and convalescent carriers. Individuals who are 
excreting cysts probably have active entamebae 
living either in their tissues or in the lumen of 
the upper portion of the large intestine and con- 
stitute a perennial-source of infection. It is 
probable that an appreciable number of treated 
cases and a much larger number of untreated 
cases which have apparently recovered from 
amebic dysentery become convalescent carriers. 
In general, persons in the carrier stage of the 
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disease are symptomless. Vague digestive dis- 
turbances have been attributed to this stage of 
the infection, but this has not been conclusively 
demonstrated. Cysts from a carrier are respon- 
sible for the transmission of the infection from 
one individual to another. They are contained 
in small particles of fecal material or mucus 
and dessicate readily. However, they can live 
for a long time in water or a moist medium. 
They are transmitted either directly or indirectly 
by contact or by polluted food or water. Wen- 
yon and O’Connor demonstrated these encysted 
forms in the feces of wild flies. In all proba- 
bility, uncooked green vegetables also constitute 
a channel through which the infection is spread. 


General amebiasis is the first stage with 
symptoms. It is illustrated by the following: 


Case I—An elderly white minister came in for ex- 
amination complaining of “weak stomach.” For years 
certain articles of food seemed to disagree with him, 
particularly leafy vegetables. His appetite had been 
variable, being excellent most of the time, but occa- 
sionally without any apparent cause he experienced a 
distaste for food. Following his meals he frequently 
felt a general sense of abdominal discomfort, disten- 
tion and slight nausea. He had been constipated most 
of the time for many years. At the age of 18 years 
he had an attack of dysentery lasting for one month, 
passing many bloody mucous stools. He suffered from 
severe tenesmus, abdominal griping and had lost weight 
rapidly. He apparently recovered except for occasional 
irregularity of his bowels for the next few years. 
Twelve years after this attack he had a mild case of 
typhoid fever. Twenty years later he developed an 
unexplained jaundice which lasted only a short time. 
The physical examination was essentially negative and 
a proctoscopic examination did not reveal anything of 
importance. After repeated studies of the stool en- 
cysted forms of Entameba histolytica were demon- 
strated. 


The part that infection with the entamebae 
played may be somewhat complicated by the 
history of typhoid fever. The jaundice might 
have resulted from disease of the gall bladder 
or bile ducts; and it is possible that he might 
have had an hepatitis from the amebic infec- 
tion. ° 

Amebic diarrhea and dysentery represent the 
active phase of the disease and differ only in 
degree. Amebic diarrhea m3y be considered as 
a mild degree of dysentery. *Also it is said to be 
the stage of the infection Aa which abscess of 
the liver occurs most frequently. For this rea- 
son it is of particular interest. The following 
case reports illustrate this phase of the infec- 
tion: 

Case 11—A laborer, 50 years of age, came in com- 


plaining of a swelling in the right upper side of the 
abdomen which was producing a continuous dull pain. 
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About four months prior to the onset of his present 
symptoms he had had a mild attack of diarrhea. He 
passed four to six loose stools daily, containing mucus 
and bright red streaks of blood. This lasted about three 
weeks, during which time he lost fifteen pounds in 
weight. Six weeks before admission the patient had 
noticed a soreness as if he had been hit across the 
abdomen. Two weeks after the onset he felt a swelling 
below the right costal margin, which increased in size 
for one week. There was a smooth, tender elevated 
mass in the upper abdomen extending from under the 
right costal margin to the umbilicus. Although Enta- 
meba histolytica were not demonstrated in the stools, 
a diagnosis of amebic abscess of the liver was made. 
The abscess was drained and on several examinations 
of the pus draining from the wound, vegetative forms 
of E. histolytica were found. 


Case III—A white man, 32 years of age, came into 
the office complaining of diarrhea and occasional strain- 
ing at stool. Two years before, while working in Flor- 
ida, he suddenly developed an unexplained bloody diar- 
rhea. Since that time he had lost seventy-seven pounds 
in weight and had had numerous recurrences of diar- 
rhea. He had particularly been troubled with indiges- 
tion, flatulence, abdominal distress following meals and 
“heartburn.” He finally resorted to a diet of milk 
and eggs, as vegetables and meats invariably precipi- 
tated a spell of diarrhea. Usually he had from two to 
four loose movements daily, his stools always contain- 
ing mucus and occasionally streaks of blood. Occa- 
sionally he suffered from griping and tenesmus. There 
was tenderness over the colon and the sigmoid was 
palpable. Countless vegetative forms of Entameba 
histolytica were detected on examining the stool. 

Amebic dysentery is usually insidious in its 
onset and runs a chronic course, being noted for 
periods of remission with irregular intervals of 
distressing dysentery. However, it may begin 
acutely with severe griping, tenesmus and a con- 
stant ineffectual desire to empty the bowels. 
The stools are scant, consisting largely of blood 
and mucus. There is usually a distaste for food, 
accompanied by a rapid loss of weight and 
strength. Such a case came under my observa- 
tion in February, 1928. 

Case IV—A 35-year-old brakeman came in com- 
plaining of diarrhea, straining at stools and loss of 
weight. He had been in good health until six months 
previously, when he suddenly developed colicky, cramp- 
dike abdominal pains followed by a severe dysentery. 
He felt a constant desire to defecate, but each time 
passed only small quantities of jelly-like blood and 
mucus. He lost his appetite and at times felt nau- 
seated. He remained in bed several days and on get- 
ting up the dysentery was aggravated. During the 
entire six months he had rarely gone more than a few 
days without being troubled with painful dysentery 
and straining at stool. He lost weight and strength 


rapidly during this period. Examination revealed con- 
siderable tenderness over the descending colon and the 
sigmoid was palpated. On proctoscopic examination 
many small ulcers covered with mucus were seen ex- 
tending for about 25 cm. up the rectum. A roentgeno- 
gram of the colon showed a marked colitis of the de- 
scending and sigmoid colon. 


Numerous vegetative 
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forms of Entameba histolytica were demonstrated in 
the stool. 


DIAGNOSIS 


Positive diagnosis of E. histolytica infection 
depends upon the demonstration of the para- 
sites in the stool. This is accomplished by the 
direct microscopical examination of slides con- 
taining smears made from warm stools. Thin 
smears prepared from particles of mucus se- 
lected from the stool usually prove more satis- 
factory. The examination of fresh unstained 
material usually reveals the vegetative form of 
the parasite. However, the study of stained 
slides gives more accurate results, particularly 
in distinguishing Entameba histolytica from the 
non-pathogenic amebae and in identifying the 
precystic and encysted forms. It is my practice 
to examine a stool immediately after it has 
been passed at the office. A mild laxative is 
given the night before in order to obtain a semi- 
formed stool; this is not necessary in the acute 
stage of the disease. The stool is examined on 
three successive mornings before negative results 
are considered of value. One permanent stained 
preparation is made from the stool of each pa- 
tient suspected of having the infection. When 
the disease occurs in a family the remaining 
members should be given the benefit of careful 
and repeated examinations of the stool. Dr. 
John Archer,® of Greenville, Mississippi, re- 
cently told me of the occurrence of some twelve 
cases in the same family within a few months. 


The proctoscope and the barium enema are 
valuable aids in the diagnosis of amebiasis. 
The proctoscopic examination often reveals the 
presence of small areas of congestion or small 
umbilicated ulcers usually covered with mucus. 
The barium enema often shows the presence of 
a mild colitis. 


TREATMENT 


As pointed out by James,® the treatment of 
this disease is three-fold in its purpose: first, the 
destruction of the entamebae in the tissues; 
second, the destruction of the entamebae in the 
lumen of the gut; and, third, the healing of the 
ulcerative lesions of the amebic colitis. Drugs 
used in the treatment are legion and offer elo- 
quent testimony to the fact that none of them 
is entirely satisfactory. Preparations of ipecac 
or one of its alkaloids emetine have proved the 
sheet anchor in treatment. Emetine hydrochlo- 
rid given intramuscularly or subcutaneously is 
considered a specific against the amebae in the 
tissues and is particularly valuable in metastatic 
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amebic lesions. It was first suggested by Vedder 


in 1910 and used by Rogers in 1912. It has 
been my practice to give one grain intramuscu- 
larly for ten successive days. The first few 
injections afford remarkable relief in acute ame- 
bic dysentery. However, the eradication of the 
infection presents a more difficult problem. It 
has been indicated by the British Medical Re- 
search Council that the cysts of Entameba his- 
tolytica are not vulnerable to emetine, hence the 
treatment with emetine must be supplemented. 
Many drugs are used with this end in view, 
notably stovarsol, emetine- bismuth _ iodid, 
auremetine, bismuth, ipecac and a preparation 
of iodin oxyquinolin sulphonic acid knowri as 
yatren or anayodin. The last named drug has 
assumed a place of first importance and is be- 
coming more generally used. It is prepared in 
pill or powder form and is given in fifteen grain 
doses. Turner and Jones,® of New Orleans, ad- 
vocate giving it by mouth three times daily for 
one week, omitting a week and then repeating 
the course. This total dosage of forty-two 
grams, according to their studies, is adequate. 
Manson Bahr!” advocates the daily use of iodin 
oxyquinolin sulphonic acid ii enemas combined 
with the oral treatment. He suggests first a 
cleansing soda enema followed by 200 c. c. of 
a 2.5 per cent solution of the drug. The patient 
is encouraged to retain this enema for several 
hours. This proves of great aid in eradicating 
the encysted forms. Deeks and James'! give 
bismuth subnitrate in 180 grain doses three 
times daily for several weeks following the ini- 
tial treatment. 


A cure cannot be considered as obtained on 
the disappearance of symptoms alone. If, after 
careful and repeated examinations of the stool 
over a long period of time, there are no evidences 
of the infection the patient may be considered 
permanently cured. An appreciable number of 
cases are resistant to treatment and examina- 
tions in a year or more may reveal the presence 
of the entamebae. 


A suitable diet during treatment and conva- 
lescence is necessary in view of the tendency of 
this disease to recur. This should consist of 
easily digestible foods that leave little residue. 
Leafy vegetables, rich foods and meat should 
be omitted for a period of several weeks. 
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SUMMARY 


Amebiasis apparently has a widespread, en- 
demic distribution throughout the Southern 
states. It is noteworthy that 5.9 per cent of the 
total reported deaths from dysentery for 1928 in 
eight Southern states resulted from amebic in- 
fection. The clinical records of these cases do 
not differ from many of those reported from trop- 
ical countries. 


The disease is not self-limited, and for this 
reason has a marked tendency to chronicity. In 
doubtful cases the patient should either be given 
a therapeutic test or, better still, a specimen of 
stool should be sent to an experienced worker 
for diagnosis. When the disease occurs in a 
family the remaining members should be given 
the benefit of careful and repeated examinations 
of the stool. 


Certain cases of amebic infection are exceed- 
ingly resistant and will not respond to the usual 
regimen of treatment. Combined methods of 
treatment prove of greatest value in these cases. 
Careful stool examinations should be made at 
regular intervals and courses of treatment re- 
peated till the stool has remained negative for 
amebae on several examinations. 


Definite conclusions as to the incidence of 
amebic infection are not warranted by this study 
and are avoided. Attention is called to 221 
cases reported as having amebiasis in this sur- 
vey of the South for 1928. 
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DISCUSSION (Abstract) 


Dr. Lay Martin, Baltimore, Md.—I know nothing 
about amebiasis. I come from Baltimore and it may 
be interesting to you to know why I know nothing 
about this condition. In the first ten years of the 
Johns Hopkins Hospital’s existence there were 126 
cases, in the second decade there were 226 cases, in 
the third decade ending in 1919 there were 105 cases. 
Since 1919 we have had 35 cases of amebiasis in our 
Clinic of over 600 beds. Naturally my clinical knowl- 
edge of the subject is meager. 


In New York an investigation was made to determine 
the amount of natural amebic infection. The cases of 
the four clinics of Bellevue Hospital were studied by 
Bishop and his son. Between 1925 and 1928 they found 
60 cases in that huge Hospital and of that number they 
thought they could prove that 16 had not been out of 
New York City. So that if it does occur in the 
North it is of very rare occurrence. 


There is another recent contribution to this subject 
that may be of value. Col. Craig, of the Walter Reed 
Hospital in Washington, has been working for many 
years on the question of complement-fixation for this 
particular disease. He has had difficulty in obtaining 
the proper antigen, but has recently found that he 
can obtain it by using alcoholic extracts of pure cul- 
tures of the organism which he grows on a specially 
prepared media. He must have 120 cultures to make 
an alcoholic extract. As the antigen is weak, it is 
used undiluted, and it is readily seen that the limits 
where this can be used are very meager- on account of 
the many complicating factors that are brought in by 
using an alcoholic extract in a hemolytic system. He 
has made these interesting observations: 


Of 623 unselected cases examined, 67 subsequently 
proved cases gave positive tests, five subsequently proved 
cases gave a negative test. Of the cases which gave 
positive complement-fixation for amebiasis, 60 per cent 
had symptoms and 40 per cent were being treated for 
other troubles. This 40 per cent was subsequently ex- 
amined for amebas and the organism was discovered. 


It seems that we have a method practically as good 
as the Wassermann reaction in syphilis at our disposal, 
but the great difficulty is that the antigen is of such 
a delicate nature that it can be used only in the hands 
of a competent serologist. 
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ARE WE DETERIORATING IN THE CLIN- 
ICAL DIAGNOSIS OF SYPHILIS?* 


By C. Brooxs Wittmort, M.D., 
Louisville, Ky. 


The following cases will serve as examples of 
the pitfalls of diagnosis in both secondary and 
late lesions of syphilis, which await all of us 
who specialize in this disease. 

The following four cases occurred in my prac- 
tice during the past two years, and strongly sug- 
gest the significance of this paper: 


Case I—A white man, age 30, was referred to me in 
December, 1928. I was the seventh physician whom he 
had consulted during a period of some six or eight 
months. After careful inspection, I made a provisional 
diagnosis of “granuloma inguinale,” after which I took 
his history, which was, briefly: about six or eight 
months previously a small papule had appeared on the 
reflected layer of the foreskin, gradually spreading out 
finally to involve an ulcerated area one-half by one 
inch in size, involving both the foreskin sulci and glans 
penis on the right side. The diagnoses of syphilis, 
fourth venereal disease, tuberculosis and _ epithelioma 
had been made. Repeated Wassermann blood tests were 
negative, and, in spite of this, twelve to fifteen doses 
of arsphenamine had been administered, followed by 
salicylate of mercury intramuscularly with no improve- 
ment in the lesion. In fact, the gradual extension of the 
ulcer, in spite of all treatment, caused him much worry 
and anxiety. Donovan bodies were never demonstrated 
in the laboratory, but gradual response to intravenous 
antimony and sodium thioglycollate given every second 
day, later twice weekly, resulted in healing of the ulcer 
down to a very small area. Treatment was continued 
until March 23, then discontinued, as the ulcerating 
surface was increasing in size and had become very 
painful, with reactions following each injection. Local 
dressings of iodoform were prescribed, and I did not 
see the patient again until I was called to his home 
April 4, when he presented a small papulo-pustular 
eruption fairly general, but most prominent on the 
face, chest, belly, back, extremities, palms and _ soles. 
His temperature was 100° F. His pharynx was con- 
gested, his back ached, and he had pain in all the large 
joints. His family physician was present. After a gen- 
eral examination of all the skin surfaces, including the 
mucous membranes, I remarked that he had either syph- 
ilis or smallpox. Naturally, this physician ruled out 
syphilis, as he had seen him in the early stages of this 
disease, and had gotten repeated negative Wassermanns, 
and had administered anti-syphilitic treatment with no 
improvement in the primary lesion. I was very uncer- 
tain about the diagnosis of the newly developed skin 
lesions, as he positively denied having had sexual inter- 
course since the appearance of the original ulcer some 
eight to ten months before. I told him that at that 
time I could not make a positive diagnosis, but would 
see him during the next few days and await develop- 
ments. He consulted another physician, who correctly 
insisted on making the diagnosis of the eruption as 
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presented without any history. A four-plus Wasser- 
mann substantiated his diagnosis, and arsphenamine 
shortly cleared up the eruption as well as the ulcera- 
tion. I neglected to say that this patient had a urethral 
discharge shortly before the secondary eruption, which 
was negative for the gonococcus. There may have been 
a urethral chancre, but I believe that the spirochetes 
were inoculated into the granulating ulcer, as a gradual 
induration was taking place over a small part of this 
area, which is never present in granuloma inguinale. 
This patient finally admitted sexual intercourse from 
four to six weeks previous to his secondaries, or during 
the period when the ulcer was almost healed. 


Case I1—A white man, age 46 years, was referred to 
me on April 24, 1929, from a local laboratory where 
Wassermann tests and blood and kidney function tests 
had resulted negatively. He presented an erythematous 
and vesicular lesion of two months’ duration on the left 
temple, which extended well over to the mid-line of 
the forehead. In this area there were some ten to 
fifteen match-head size, vesicular, infiltrated lesions 
which caused pain and discomfort when palpated. My 
provisional diagnosis was herpes zoster and he was 
treated accordingly for a number of days with no 
improvement of symptoms or healing. Vesicular eczema 
was next considered and three doses of sodium thiosul- 
phate were given intravenously. The vesicles disap- 
peared, a mild lotion was prescribed, and the patient 
was dismissed. He returned July 1, presented the same 
condition with new vesicles forming, and small scars 
on the site of the old lesions. On account of the pres- 
ence of the scars of the previous vesicles, tertiary syph- 
ilis was next considered. He received a provocative 
dose of arsphenamine and a two-plus Wassermann was 
the result. Improvement was marked from the first 
treatment and the condition absolutely cleared up with 
the administration of further arsphenamine, leaving 
some ten or fifteen slightly depressed scars. Further 
questioning elicited the fact that in 1912 he had a 
small, insignificant lesion on the foreskin, had consulted 
the family physician, who made a diagnosis of chancre 
without making a blood test or a dark field, adminis- 
tered one dose of arsphenamine, and on prompt healing 
of the lesion had pronounced him cured. 


Case IJ].—A white man, aged 60 years, was referred 
to me by a genito-urinary specialist and was said to 
have a skin disease, probably tuberculosis. A negative 
blood Wassermann test had been obtained a few weeks 
previously just after the appearance of the skin condi- 
tion, an irregular, crescentic, palm-size lesion over the 
left shoulder blade. This lesion presented an area of 
erythema, its center being indurated, and an irregular 
border of nodules, some of which were distinctly vesicu- 
lar. No scars nor active ulceration were present. My 
first glance in a poorly lighted dressing room told me 
that the lesion was a nodular and serpiginous syphilide, 
but on calling the patient out into a well lighted room 
I detected the vesiculation and became doubtful. Nat- 
urally, I did a provocative Wassermann test and the 
result was a four-plus. - Further examination of this 
patient before he left the room convinced me that my 
diagnosis was correct, as neurological tests disclosed 
unequal pupils, one fixed, positive Babinsky and Ar- 
gyll-Robertson tests with almost complete loss of re- 
flexes. His history disclosed a penile lesion many years 
before his marriage. It had been diagnosed and 
treated as a chancroid with prompt healing. His 
wife and two healthy children who had no clinical 
symptoms of syphilis were Wassermann negative. The 
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patient’s skin lesion cleared up promptly under anti- 
syphilitic treatment. 

Case IVA married woman, white, aged 45 years, 
with no children and no history of miscarriages, pre- 
sented vesicular lesions over an area about two and one- 
half inches in width, extending from the malar bone to 
the external ear, involving the lobe and the area im- 
mediately posterior into the scalp. Both cheeks were 
highly colored by reason of markedly dilated, super- 
ficial veins, an old condition which had existed for 
many years. Recent lesions presented an irregular, half 
crescent-shaped area of small vesicles, six to eight in 
number. On palpation, infiltration and induration were 
noted, with slight tenderness superficially, but no deep 
pain. The tops of these vesicles were covered with 
crust much like the drying crust of herpes zoster. My 
first impression, forgetting my previously described case 
of this type, was herpes zoster, acne varioliformis, or 
probably a vesicular eczema. Continuous wet dressings 
of liquor Burrowii over a period of forty-eight hours 
reduced the tenderness, discharge and erythema. Quartz 
lamp treatment, along with pink lotion, was adminis- 
tered with much improvement for some weeks. The 
vesicles progressed to small ulcers and on healing left 
small scars. Doubtful of my”* original diagnosis, and 
finally remembering the previous somewhat similar case, 
I decided to order a provocative Wassermann, which 
was reported four-plus. This lesion promptly cleared 
up on administration of from eight to ten doses of 
arsphenamine. 

The remainder of this paper concerns itself 
only with the lesions of early and late syphilis. 
For the most part, diagnosis of the primary le- 
sion is a laboratory procedure. I shall endeavor 
to give briefly the salient points of diagnosis, 
first taking up the early lesions, or landmarks, 
of the so-called secondary stage of this disease, 
remembering that secondary lesions may be pres- 
ent as early as three weeks. They may also be 
found as late as four or five years after the be- 
ginning of the infection, due, in my opinion, to 
insufficient treatment, especially from neo-ars- 
phenamine, which seems to keep the disease in 
its secondary stage. Many of the late secondary 
recurrences also are due to insufficient treat- 
ment. 


In the secondary stage again the Wassermann 
test is of the utmost value in establishing a 
diagnosis along with typical lesions of the skin 
and mucous membranes, and enlargement of the 
glandular system. In this stage the Wasser- 
mann shows its greatest per cent of positive 
reactions. Our greatest error in diagnosis lies 
in the cases, fairly uncommon in white persons 
and common in the negro, of grouped, follicular, 
corymbose, seborrhea-masked, papular and annu- 
lar lesions. One may confuse pityriasis _li- 
chenoides chronica and lichen planus with the 
papular lesion of syphilis; also acnitis, nodular 
leprosy and sarcoids; raw ham and copper-col- 
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ored pigmentation of urticaria pigmentosa with 
the papular lesion; annular lichen planus with 
annular lues; the peri-follicular type of sebor- 
rheic dermatitis with the follicular type of lues. 
The lichenoid tricophid may markedly simulate 
the grouped follicular type, while various other 
skin conditions may simulate secondary lues to 
a marked degree. No examination is complete 
without a thorough general examination of the 
entire skin surface, mucous membrane, eyes, and 
so forth. The patient should be stripped of all 
clothing and examination conducted in a good 
light, preferably daylight. 

The greatest source of error lies in the failure 
to recognize the landmarks of late syphilis on 
the skin and mucous membranes. It is here 
that our laboratory tests are of least value, but 
when they are thoroughly carried out and oft 
repeated and the provocative Wassermann is 
used, they are still of much assistance. 

There seems to be a tendency for the so-called 
recurrent lesions to assume in their early ap- 
pearance rather a disseminated type with little 
or no destruction of tissue in contrast to later 
lesions which, as time passes, tend to become 
solitary and gummatous in nature and conse- 
quently more destructive and productive of scar 
tissue. These later lesions show granulomatous 
changes, giant cells, lymphocytic infiltration, 
slight epithelioid and fibroblastic proliferation, 
peripheral obliteration, endarteritis of both the 
finer capillaries and arterioles, central softening 
and necrosis, in contrast with the earlier stages 
of infiltration, which may suggest the profuse 
round-cell infiltration of sarcoma. 

If one will keep in mind the ten basic physical 
characteristics of late syphilis as outlined by 
Stokes, many errors of diagnosis may be avoided. 
The characteristics are: 

(1) The lesions are solitary or few in number. 

(2) Asymmetry, though this is by no means always 
present. 

(3) Deep palpable induration. 

(4) Indolence, a relatively low grade inflammatory 
process. 

(5) Arc-like configuration, polycyclic, or forming seg- 
ments of circles, both in the individual lesion and in the 
configuration of a group of lesions. 

(6) Sharp margination of lesions; in ulcers, punched 
out appearance. 

(7) Tissue destruction and replacement, either with or 
without ulceration. 

(8) Tendency to central or one-sided healing with 
peripheral extension. 

(9) Scar formation, superficial atrophic 
wrinkled) non-contractile. 


(thin and 
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(10) Peripheral hyperpigmentation of a rather per- 
sistent type. 

The differential diagnosis is often puzzling. A 
superficial basal cell epithelioma with central 
healing and peripheral extension may markedly 
simulate a late superficial syphilitic lesion and 
be differentiated only by a biopsy. 


CLINICAL POINTS OF DIFFERENCE 


Remember that mercury instead of arsphena- 
mine should be used in all therapeutic tests to 
differentiate gumma from tuberculous lesions. 


A perforation of either the hard or soft palate 
is perhaps the nearest pathognomonic symptom 
of syphilis. 

Lesions involving the septum of the nose are 
more often luetic than carcinomatous. 

Obliteration of papillae of the tongue, lobula- 
tion, distortion of normal outline or the presence 
of smooth cicatricial, contractile bands strongly 
suggest syphilis rather than tuberculosis. 


Remember the possibility of the co-existence 
of two or more diseases, as the development of 
epithelioma on the old scars of lupus vulgaris, 
gummas and other destructive, scar-producing 
diseases. 

Late palmar and plantar syphilides are often 
symmetrical, seldom ulcerate, but present rather 
typical border configuration, dry, often desqua- 
mating slivers of skin, induration and atrophic 
changes in contrast to acute eczema, which tends 
toward moisture and vesiculation. 

Chronic eczema _ usually presents fissuring, 
scaling and thickening in contrast to the deeper 
infiltrated, often cord-like, elevated, bordered 
lesion of lues. 

Often a therapeutic test of arsphenamine or 
mercury is necessary for a correct diagnosis, as 
a provocative Wassermann may be negative. 

Frequently a slight local Herxheimer will de- 
velop with a final clearing up of these lesions, or 
a Wassermann test of the spinal fluid may di- 
vulge a low grade meningitis or neuro-involve- 
ment. 

After reviewing several thousand case records 
in my clinic at the Louisville City Hospital dur- 
ing the past eight years, I have come to the con- 
clusion that we seldom see the typical gumma 
either of skin or bone. Rather the lesions tend 
to superficiality with less destruction of tissue. 
Perhaps inefficient and insufficient administra- 
tion of arsphenamine has brought about this 
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change, which makes physical diagnosis of late 
lesions more difficult. 

Again, recurrent secondary lesions, relapsing 
secondaries, persist over a much longer period 
and often never seem to reach the old tertiary 
stage of pre-arsphenamine days. Arsphenamine 
is a wonderful drug when wisely used, but in- 
sufficient dosage may do more harm than good 
by keeping the patient in the infectious second- 
ary stage over a period of years, with little or no 
curative effect. 


609-611-615 Francis Building. 


DISCUSSION (Abstract) 


Dr. I. R. Pels, Baltimore, Md—Perhaps we are ad- 
vancing in the diagnosis of the cutaneous types of 
syphilis. Whether we are advancing in the diagnosis 
of the visceral types, the osseous, the neurological or 
arterial and so on, is another question. What are the 
reasons for this, if we are not advancing, or if we are 
deteriorating? The first reason is the lack of material 
for some of us who have no cases or an insufficient 
number of syphilitic cases in connection with our der- 
matologic work, and therefore our clinical perception is 
more or less dulled. Second, is the frequent reliance 
on laboratory procedures, which brings up the ques- 
tion of the blood Wassermann tests and cerebrospinal 
fluid tests, as we know them. Third, is the incomplete 
physical examination which we may be guilty of in 
the handling of these patients. 

The next problem would be: what can we do about 
them? What are the remedies? We should remember 
Osler’s dictum, if I may paraphrase it: ‘Know syphi- 
lis and you will take practically all the specialties on 
the way,” a rather difficult thing for the partly quali- 
fied syphilologist to enforce. 

Finally, what is the importance of this? For the 
examiner it means a better appreciation of the clinical 
evidences of syphilis on account of their imitation of, 
and their tendency to masquerade as dermatologic con- 
ditions. For the patient it means merely, and I am 
giving you nothing but platitudes in this discussion, 
prompt diagnosis; and accurate and prompt diagnosis 
connotes therefore prompt treatment. If this is thor- 
ough, it will circumvent the various serious sequelae 
and the treatment of syphilis in its latest stages. 

I think it would be well to discuss (I shall not take 
the time here for it, but shall leave it to others) the 
importance of provocative tests which Dr. Willmott 
has brought out. 


Dr. H. M. Robinson, Baltimore, Md—Diagnostic er- 
rors in syphilis are notoriously common. Any chronic 
inflammation in the skin may be due to syphilis, and 
it is through the maintenance of a high index of suspi- 
cion that mistakes will be reduced. The diagnosis of a 
syphilitic lesion can always be confirmed cither by 
finding the causative organism or by the therapeutic re- 
sponse to anti-syphilitic drugs. A positive blood Was- 
sermann, of course, does not always indicate that the 
lesion in question is syphilitic. A patient with a genital 
sore, no matter how typical, should not be treated for 
syphilis purely on the morphology of the sore. Dark- 


field examination is simple, and when the organisms 
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are found the diagnosis is conclusive. If this proves 
negative, it is then preferable to wait and see whether 
the patient will develop a positive blood Wassermann or 
characteristic secondaries. 

As has been said, the presence of a positive blood 
Wassermann does not necessarily mean that the mani- 
festation is syphilitic. Some time ago, a urologist saw 
a lesion on a man’s leg, treated him with anti-luetic 
drugs for two months because of a positive Wasser- 
mann, and then, since the lesion had not improved, 
called in a dermatologist, who found a typical example 
of lupus erythematosus. 

The dermatologist, in his diagnosis of syphilis, should 
include a full physical examination, complete medical 
history, and necessary serologic and other laboratory 
tests before anti-syphilitic treatment is begun. 


Dr. Willmott (closing) —I was very much in hopes 
that some of the older men of the Section would dis- 
agree with me about the vesicular type of late lesions 
of syphilis. I have very rarely found tertiary lesions 
that were vesicular in character. Recent text books say 
they are exceedingly rare. Two of these cases were as 
much like herpes zoster as one could imagine. 





THE RATIONALE OF ROENTGEN 
THERAPY IN INFECTIONS* 


By Frep M. Hopces, M.D., 
Richmond, Va. 


Since 1922 I have been interested in the effect 
of radiation on acute infections, especially acute 
inflammations of the skin and subcutaneous tis- 
sues. The effect of the ray on furuncles, car- 
buncles, various types of cellulitis and erysipe- 
las must be more or less similar. The different 
stages of development of the process, the ana- 
tomical areas particularly involved, and the type 
of infecting organism cause variations in the 
clinical picture but apparently the same or sim- 
ilar products are liberated in the tissues follow- 
ing radiotherapy. 

Some experimental work has been done in an 
attempt to prove or isolate the specific anti- 
body, toxin, ferment or what-not that is respon- 
sible for the very definite changes which occur 
in localized inflammations following x-ray treat- 
ment. 

Experiments along this line have given little 
information of practical value. It is not thought 
that the agglutination time nor bactericidal 
power of the blood is increased, and we know 
that an abscess cannot be made sterile by this 
means. 
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Mittermaier, using diphtheria toxin and guinea pigs, 
has shown that if a heavy lethal dose is used, irradia- 
tion will not prevent a fatal outcome; but if a some- 
what smaller dose which should kill the animal after 
five or six days is used, this treatment may prevent 
death. He concludes that the antitoxin formation is 
greatly increased, but believes that the chief action of 
the ray is on the inflamed tissues themselves. In a 
study of sterile abscesses in guinea pigs he found a 
thick wall of dark cells surrounding the point of irrita- 
tion. The entire area was edematous and contained 
few round cells. The blood vessels were distended. 
The cells as well as the nuclei were as a rule well 
stained. Near the periphery there were leucocytes, 
large round cells with light plasma, and only a few 
lymphocytes. In the animal examined, six hours after 
treatment the tissue showed marked edema, only a few 
cells, and near the point of irritation small quantities 
of dark remains of cells. There were many large round 
cells with pale nuclei containing phagocytic cellular 
debris and the leucocytes showed lobulation and poor 
staining. Only a few round cells and cells without nu- 
clei were seen. The blood vessels were not disturbed. 

Mittermaier found more edema and more uniform 
distribution of the cells through the inflamed area after 
irradiation. Many cells died just after the treatment. 
He feels as do Maximow and others that some product 
is set free in the process of destruction of the leuco- 
cytes which produces retrograde changes in the inflam- 
matory process. After making what appears to be a 
very thorough group of experiments, he makes the fol- 
lowing summary: 

(1) Irradiation in the beginning of inflammation 
causes an increase of the inflammatory edema, but has 
a tendency to check abscess formation. This is more 
evident the sooner the treatment is given. 


(2) If one irradiates at a later period when the rep- 
arative processes of inflammation have already begun, 
usually pronounced increase of these takes place. 


(3) Beginning at the moment the rays first strike 
the surface, the inflammation ceases to spread. Disin- 
tegration of the tissue in the process of destruction oc- 
curs more rapidly, likewise its sloughing. Recovery oc- 
curs more rapidly than in the control animals. 

Mittermaier’s description of the microscopic 
changes in inflammatory areas is about what 
we should expect from the clinical course of these 
cases. 


Every one who has treated a large number of 
these infections knows that there is unquestion- 
ably a marked change in inflamed areas follow- 
ing x-ray treatment. Just what causes these 
changes is not known. Many theories are ad- 
vanced, but the only tenable ones seem to be: 
first, that some product, an antibody, or ferment, 
is released mainly through the destruction of 
cells, especially the lymphocytes, which increases 
phagocytosis. This causes a more rapid break- 


ing down of the tissues, with earlier and more 
profuse drainage of the area and more rapid 
recovery. Or, second (and this does not seem a 
probable explanation), the product released by 
the ray may inhibit the action of bacterial toxins 
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and allow the body tissues and fluids to bring 
about the above changes more rapidly. 


Different types of inflammations, and similar 
types in different stages of development, react 
somewhat differently to the x-ray. In early car- 
buncle there may be a rapid dissipation of the 
infection with these areas returning to normal 
without any necrosis or drainage. In erysipelas 
usually within a few hours after treatment the 
same thing occurs, while in abscess or well de- 
veloped carbuncle rapid breaking down of the 
structures with profuse drainage and early heal- 
ing usually follows. 

After a fairly extensive experience in the 
treatment of localized infection with the x-ray, 
I believe that irradiation offers more than any 
or all other forms of treatment in early erysip- 
elas in adults, in furunculosis, and in subacute 
or chronic parotitis with or without sinuses. 


If the roentgenologist has had sufficient ex- 
perience in the treatment of carbuncles, irradia- 
tion is, I believe, also the method of choice in 
this condition. The x-ray is frequently a val- 
uable adjunct to surgery in the treatment of 
cellulitis of the neck and face and in many 
slowly healing sinuses. 

In some of the largest clinics in this Country 
and abroad, this is now the standard treatment 
for early and moderately advanced erysipelas. 
The duration of this disease is shortened, the 
discomfort lessened, and the mortality lowered 
by the treatment. No one would today con- 
sider any other form of therapy in acne, and 
though the results are almost as uniformly good 
in furunculosis, yet the majority of such cases 
are being treated by one incision after another, 
by vaccines, and so forth. 

In 1925, I reported four cases of chronic paro- 
titis cured by x-ray therapy. Several cases have 
been treated each year since that time with uni- 
formly good results. Three of them had already 
been operated upon, but chronic sinuses re- 
mained. All of these healed in from three to 
six weeks after x-ray therapy was instituted. 
Such good results will not, of course, always 
follow this form of treatment, but the percent- 
age of good results is evidently high. In some 
infections the dosage can be more or less em- 
pirical; in others, experience with similar cases 
is necessary for the best results. 

Some observers believe that a full erythema 
dose of unfiltered ray should be applied to the 
skin in erysipelas and some carbuncles. I do 
not believe this is necessary except occasionally 
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in carbuncle and have not used more than one- 
half to two-thirds of an erythema dose. An in- 
flamed skin will apparently stand more irradia- 
tion than a normal skin, but since the smaller 
doses give just as good results, I do not believe 
the patient should be subjected to the possibility 
of the sequelae which may follow over-treatment 
of the skin. Some roentgenologists do not be- 
lieve that one full erythema dose ever perma- 
nently injures the skin. This, I believe, is 
wrong and where large areas, especially over the 
face and neck, are treated the dosage should al- 
ways be kept well below an erythema. 


In carbuncles, especially when they are on the 
back of the neck and when the skin is tanned, 
thick and tough, unfiltered and filtered rays 
combined seem to give better results than either 
alone. Where the lesion is on the face, trunk, or 
any extremity, only filtered rays appear to be 
necessary. 

In chronic parotitis, 3 mm. aluminum filter is 
used, with the same general technic that is used 
in the treatment of tonsils or chronically in- 
fected cervical glands. Complete surgical re- 
moval of infected parotids is a difficult proce- 
dure, and a persisting sinus not infrequently 
follows a more or less complete drainage and 
removal of as much infected material as possi- 
ble. In chronic recurrent, painful swelling of 
this gland due to a low grade infection, and in 
the cases with sinuses, x-ray therapy is certainly 
of great value. 

In cellulitis of the neck, where there is marked 
swelling and induration with an ill patient and no 
tendency toward breaking down of the tissues 
or drainage, irradiation will usually start or in- 
crease drainage and is a valuable adjunct to 
surgery. . 

SUMMARY 


(1) In erysipelas, especially in the early stages, 
in chronic furunculosis, and in subacute or 
chronic parotitis with or without sinuses, the 
x-ray is the best method of therapy. Although 
the dosage is usually empirical, as a rule good 
results are obtained. 

(2) In carbuncles, the x-ray gives better re- 
sults than does any other form of treatment, but 
here different doses, using filtered and unfiltered 
rays, depending upon the location, type, and 
stage of development of the infection, a knowl- 
edge of when and where to make very small in- 
cisions, and wound cleanliness are necessary if 
the best results are to be obtained. 
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(3) In slowly healing sinuses, post-operative 
or otherwise, the reparative processes are usu- 
ally definitely speeded up by this treatment. 

(4) In many cases of cellulitis of the neck and 
face where there is marked swelling, induration 
and glandular enlargement with no tendency to 
localize or drain, irradiation is followed by a 
limitation of the process, localization of the in- 
fection, and drainage, followed by recovery. - 
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DISCUSSION (Abstract) 


Dr. J. C. Dickinson, Tampa, Fla—The results of 
the x-ray treatment of carbuncles and various types of 
infections are generally known to roentgenologists. I 
do not believe the value of the treatment is recognized 
by the general profession. It is not at all uncommon 
for a physician to express surprise to hear that it is 
the method of choice in carbuncles, furunculosis and 
associated diseases. My experience with the treatment 
of carbuncles has been thoroughly satisfactory. How- 
ever, we must always be sure that an unrecognized dia- 
betic has not been referred for x-ray therapy. 

We have been using about the same dosage as Dr. 
Hodges, with a possible exception in the case of re- 
current furunculosis, boils on the back of the neck, and 
so forth. In that type of case we have given just 
an erythema dose, using filtered ray, enough to remove 
the hair and give practically no skin reaction. 
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We have had gratifying results in the treatment of 
chronic osteomyelitis with sinus. The x-ray has been 
beneficial in such cases. I feel that we are just be- 
ginning to know something about the treatment of 
infections by x-ray. We do not know the optimum 
doses; we do not know whether to use heavy or light 
filtration; we do not know just what happens. There 
is a wonderful opportunity for experimental work to 
give us more definite ideas as to the proper treatment 
and the dosage. It is being worked out, and in a 
reasonable time we shall be able to go about this work 
more intelligently and much less empirically than at 
present. 


Dr. Alfred L. Gray, Richmond, Va—I recall on a 
trip to New York many years ago that I talked to 
Dr. Kennon Dunham, of Cincinnati. He said, “Have 
you treated carbuncles with x-rays?” I said, “No.” 
He said, “Try it. It is, the only thing to do.”It was 
not long before I convinced myself that the statement 
was nearly correct. Of course I do not say it is the 
only thing to do. It is a very valuable adjunct to 
surgery. 

The filtration used depends upon the depth of the 
infection. In a purely superficial infection I do not 
hesitate to use unfiltered radiation, but of course I 
modify my dosage to suit the conditions. We cannot 
treat all forms of skin lesion the same way. Some 
conditions will not respond ito heavy unfiltered radiation, 
but will respond readily to repeated fractional doses. 

I do not believe that filtration or non-filtration is 
important in telangiectasis. Telangiectasis is the result 
of giving too much x-ray, either filtered or unfiltered, 
in one dose, or of repeating the dosage too often. 

A few years ago I used for a rapidly spreading case 
of erysipelas a single unfiltered dose of x-ray of about 
one-fourth the erythemal amount. It immediately 
stopped the infection. 


Dr. V. W. Archer, Charlottesville, Va—We have been 
particularly interested in low grade infections of the 
cellulitis type in which there is no drainage. We have 
had several of these cases. Two which had been opened, 
but were not draining, started draining almost imme- 
diately after treatment. 

It has been our custom in all non-draining lesions, 
with no original opening, to make a small nick through 
the skin. We have gotten much better results follow- 
ing the making of that little incision; the patient seems 
to get well sooner. We tried a number of cases alter- 
nately, nicking one and not touching the other, and 
the cases in which we made the incision seemed to im- 
prove more rapidly. 

Dr. I. Lattman, Washington, D. C-—We have treated 
a number of carbuncles and have noticed that in al- 
most all the cases the patients come in with a great 
deal of pain. After administration of a heavily filtered 
erythema dose the pain stops. 

I became somewhat interested in the analgesic effect 
of x-ray on inflammatory processes and in looking over 
the literature I found a most interesting article on 
this subject by Dr. Desjardin, of the Mayo Clinic. I 
should be interested to hear if any of you have had a 
similar experience in treating inflammatory processes. 


Dr. J. M. Martin, Dallas, Tex—The point regarding 
the relief from pain following x-ray treatment of car- 
buncles is well taken. The patient’s suffering is often 


extreme and he is always grateful to the radiologist 
for the comfort that he is able to give him. When 
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the treatment is given early the course of the disease 
is shortened, the slough comes away promptly and the 
ulcer heals promptly. 


Dr. J. H. Lucinian, Miami, Fla—Since I came to 
Florida several years ago more than a dozen cases of 
carbuncles have been referred to me for x-ray treat- 
ment, and I have had consistently good results. One 
point worth stressing in regard to carbuncles in the 
axillary region is their tendency to recur. But when 
they are treated properly with the x-ray they stop re- 
curring. 

I wish to call to your attention the excellent results 
which may be obtained by the x-ray treatment of 
draining sinuses of the parotid gland. 


Dr. J. B. Johnson, Galveston, Tex—All of us have 
obtained good results following x-ray therapy in in- 
fections, and I think we have a scientific basis to ex- 
plain them. There is a local and a general effect. In 
cancer work the results are not all due to cell de- 
struction. If we are treating a lesion, whatever that 
lesion is, whatever the infection is, there are certain 
types of cells in it which are destroyed and absorbed 
in the blood stream, and we have in the blood stream 
an absorption of the toxic product that is producing 
the disease. Surely we must get some reaction from 
the absorption of those products, and I think that ac- 
counts for the general or constitutional effects. We 
get a local effect on the cellular organisms, a cellular 
infiltration which helps to destroy the local infection, 
and a constitutional effect from the absorption of the 
toxic product. 

It has been my experience that surgeons and other 
scientists say that they do not believe the x-ray has 
any effect upon those local infections, but that the 
patient “gets well” himself. I have radiated many car- 
buncles, large and small, with gratifying results. The 
scar is very small as compared to that from incision. 
It is reduced to a minimum. Often a monstrous car- 
buncle, after radiation, will begin draining pus and will 
disappear, leaving hardly any scar at all. 

In erysipelas I have gotten complete recoveries after 
the use of the x-ray. I think that radiation of infected 
tissue helps to destroy infection. 


Dr. Hodges (closing).—I tried to treat the matter of 
filtration more or less empirically. I agree with Dr. 
Gray that the amount of radiation over a given length 
of time determines whether you will obtain injurious 
effects. We gave a°half to two-thirds of an erythema 
dose, because if there is going to be a good result it 
will be seen in a few days. About a quarter of a unit 
is frequently all that is necessary. 

The cases should be treated early, if possible. After 
erysipelas has become widespread you cannot expect 
x-ray to have anything like the effect it would have 
upon a small area of infection. 

As to the effect of the ray on the body as a whole, 
you know the x-ray is said to have no bactericidal ef- 
fects on the blood, and we use very small doses in the 
treatment of infections. I do not think the result we 
get, other than the local manifestation, is of any par- 
ticular value. In carbuncles, if we radiate a small area 
it does not matter if it breaks down. When unfil- 
tered and filtered rays are used over the center of the 
mass telangiectasis may occur, but that part of the 
mass is going to break down, anyway. 

I am more interested in the treatment of erysipelas 
and cellulitis than of carbuncles, because most carbun- 
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cles can be treated by other means. I think most of 
those cases get well, anyway. We know no form of 
therapy which approaches x-ray in the treatment of 
erysipelas, or x-ray in connection with surgery in 
cases where there are swollen lymph nodes and cellu- 
litis of the neck. Dr. Archer mentiored the rapid 
drainage that followed radiation over infected areas 
on the back of the hands. We treated a number of 
cases where, after an incision, the patient remained ill 
and where the x-ray apparently caused drainage with 
recovery. That has happened too many times to be 
a coincidence. There is, of course, a rapid destruction 
of the lymphocytes and an increase in phagocytosis. 
What causes it nobody knows at the present time, but 
something must be released in the tissues which helps 
to speed up drainage and to increase local resistance to 
the infection. 





THE PROTECTION OF FOOD SUPPLIES* 


By C. H. Harris, M.D.,+ 
Louisville, Ky. 


Previous to the past few years very little at- 
tention was given to protecting the public 
against unwholesome, contaminated, valueless, 
and unfit food products. As our knowledge of 
sanitation and the transmissibility of well recog- 
nized diseases through food products and water 
was increased, closer supervision became neces- 
sary. 

The United States food law, with its strict 
enforcement, did much to enlighten the public. 
It naturally followed that the public demanded 
more interest on the part of those whose busi- 
ness it was to inspect and supervise. 

I have always thought that one who would 
deliberately deceive people by knowingly selling 
them contaminated and unfit food was as guilty 
as Judas Iscariot, who betrayed the Master with 
a kiss for a few sheckles of silver. I have made 
an effort to improve conditions in my City by 
an educational campaign, through lectures, and 
by a vigorous prosecution of those guilty. 

The honest, conscientious merchant or dealer 
gives us very little trouble. He is generally 
willing to listen to and abide by established 
rules. The more information he has on the sub- 
ject, the more he will try to cooperate with 
health authorities. 

Unfortunately there are many engaged in the 
preparation and distribution of foods who care 
absolutely nothing about the quality of what 
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they serve to the public. Their activities seem 
to be prompted solely by the desire to fill their 
pockets with money. 

There has grown up in many communities the 
practice of adding sulphites and nitrates to 
Hamburger and other meats. There is probably 
little danger in the addition of a small amount 
of sulphite, so far as chemical irritation is con- 
cerned; but its power to restore color and de- 
stroy odor permits the unscrupulous dealer to 
camouflage meat otherwise unfit for human con- 
sumption. 


In speaking of sulphites, with mention of 
other preservatives, Wiley (page 55, “Foods and 
Adulteration”), says: 

“All of these preservatives have been shown, by re- 
searches in the Bureau of Chemistry, to be deleterious 
to health.” 

Later, referring to saltpeter and sulfite of soda added 
to meats, he says: “Both of these substances are 
highly objectionable, not only on account of the decep- 
tion, but on account of being injurious to health.” 


The U. S. Dispensatory says: “Even in doses com- 
parable to those used in the preservation of food, the 
prelonged use produced in dogs serious symptoms of 
intoxication. In larger amounts, sulphites are capable 
of causing death by paralyzing the heart and also the 
respiratory and other motor nerve centers.” 

Sulphites liberate sulphurous acid in the 
stomach. They are oxidized to sulphate and 
eliminated by the kidneys. 

Section 6, paragraph 1, contained in the 
“Regulations Regarding Meat Inspections of the 
United States Department of Agriculture” reads: 

“No meat nor product shall contain any substance 
which impairs its wholesomeness or which is not al- 
lowed by paragraphs 2-3-6 of this section, and food 
products shall contain no dye, preservative, nor added 
chemical. Said paragraphs do not provide for the ad- 
dition of sulphites.” 

In the preparation of Hamburger, all the meat 
trimmings are thrown back and when a suf- 
ficient quantity has accumulated it is ground 
with a preparation known as “freezum” com- 
posed of sulphites and nitrates. This restores 
the color to a pretty red and destroys tc odor. 
We have, on a number of occasions, found such 
Hamburger to be maggoty. 

Of 21 samples collected on the same day, 19 
were found to contain sulphites. The dealers 
from whom they were collected were summoned 
in and met with the Mayor, the Board of Public 
Safety, Chief Chemist and the City Health Of- 
ficer. They were told that this was unlawful 
and harmful and would not be tolerated any 
longer. Upon a rising vote, they promised to 
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discontinue the practice. After the lapse of 
two weeks, more samples were collected and 
again found to contain sulphites. The Health 
Officer immediately swore out warrants charg- 
ing each dealer with offering for sale food unfit 
for human consumption. Subsequently, several 
were indicted by the Grand Jury, fined heavily 
and sentenced to jail. Since it has become evi- 
dent that the Health Officer means business, the 
practice has been discontinued. 


We have found it quite effective to go through 
the market and confiscate or coal oil all meat 
unfit for food. 


In my City, all slaughter houses, except those 
engaged in interstate commerce, are directly un- 
der the supervision of the Health Officer. We 
have inspectors who supervise the actual slaugh- 
tering. All organs and glands are inspected and, 
if they are found to be diseased, the carcasses 
are tanked. We also have ante-mortem inspec- 
tions. Temperatures are taken, the sick cattle 
are held for observation, and if they are slaugh- 
tered, great care is taken to keep the meat from 
being stamped. 

This inspection of meat costs the City $26,000 
per annum. Of course, we inspect only meat 
sold within the City, the Federal Government 
having charge of the inspection of the plants 
engaged in interstate commerce. 

The presence of any septic disease in the car- 
cass of an animal calls for its condemnation. 
Post-mortem inspection is nothing more nor less 
than a well conducted autopsy. The head, 
tongue, glands and all parts used for or in the 
preparation of food should be carefully scru- 
tinized. It is, of course, impractical to formu- 
late rules to cover all conditions and diseases, 
and much must, therefore, be left to the judg- 
ment, experience and training of the inspector. 
Carcasses with the following diseases or condi- 
tions should be condemned: pyemia, septicemia, 
rabies, tetanus, tuberculosis, gastritis, tumors, 
abscesses, anemia, and milk fever. 


Tuberculosis is exceedingly common in cattle 
and is becoming more and more prevalent in 
hogs. A great number of carcasses, especially 
hog livers, are found to be contaminated with 
tuberculosis. Avian tuberculosis also demands 
our attention. This disease is important, not 
alone because many food animals are infected 
with it, but because it presents a peculiarly dif- 
ficult problem for the meat inspector. The 
fundamental thought in determining whether to 
pass or condemn meat of a tuberculous animal 
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is that it should not contain tubercle bacilli and 
should not be impregnated with toxic substances 
of tuberculosis nor associated with septic infec- 
tion. If the lesions are localized and not nu- 
merous; if there is no evidence of distribution 
of tubercle bacilli throughout the blood; and if 
the animals are well nourished and in good 
condition, there is no reason to suspect that the 
flesh is unwholesome, and it is permitted to be 
used after the removal of the infected parts. 
Just when tuberculosis should be considered lo- 
calized or generalized, from the standpoint of 
meat inspection, is very frequently a difficult 
question to determine. Fortunately, the danger 
from this source is not very great, as tuberculosis 
of muscle is exceedingly rare, and the further 
safeguard of cooking is sufficient to kill the 
tubercle bacilli, providing the meat is thoroughly 
cooked throughout. 


All carcasses of animals that are infected so 
that consumption of the meat or meat food prod- 
ucts may give rise to meat poisoning, should be 
condemned. The most important of the infec- 
tions should be mentioned. These include: in- 
flammation of the lungs, pleura, peritoneum, 
pericardium, or meninges; septicemia or pyemia, 
whether puerperal or traumatic, or without an 
evident cause; severe hemorrhagic, gangrenous 
enteritis, gastritis, acute diffuse metritis, mam- 
mitis, polyarthritis, and any other inflammation, 
abscess or suppurating sore if associated with 
acute nephritis, fatty and degenerated liver, 
swollen soft spleen, marked pulmonary hypere- 
mia, general swelling of the lymphatic glands, 
and diffuse redness of the skin. 


It must be remembered that meat poisoning 
is not poisoning at all, but an acute infection 
caused in the majority of cases by Bacillus en- 
teriditis or closely allied bacilli in the colon-ty- 
pheid group. It would be impossible to trace 
all the illness and disability brought about by 
the consumption of unfit food. Hence, the close 
observation of trained inspectors is of the great- 
est importance. 


MALTA FEVER, UNDULANT FEVER 


In the past few months we have had reported 
to the Epidemiological Department four cases 
of undulant fever. The diagnosis was made ab- 
solutely by the Laboratory. We were unable 
to trace our cases to their origin because of the 
numerous sources from which the milk was ob- 
tained before it was delivered to the distributing 
plant. There are perhaps many more cases of 
undulant fever than we have heretofore thought. 
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Perhaps a number of fever cases simulating ty- 
phoid or malaria or intestinal toxemias have 
escaped us. Surely it is a wise procedure, when 
in doubt as to the origin of unexplained fevers, 
to titrate some of the blood for undulant fever 
as well as for typhoid fever. I believe that a 
careful investigation would reveal many more 
cases of undulant fever than we have heretofore 
suspected. 

So important was the subject, in my opinion, 
that I called a conference of the veterinary sur- 
geons of the City and County to obtain their 
views on the diagnosis of Malta fever in cattle 
as well as their views as to how to combat it. 


Malta fever is a general infection not unlike 
other specific bacteremias, such as typhoid fe- 
ver. It is caused by the Micrococcus melitensis, 
discovered by Bruce in 1887 during the earlier 
days of bacteriology. The disease is character- 
ized by profuse perspiration, constipation, fre- 
quent relapses often accompanied by pains of a 
rheumatic or neuralgic character, and sometimes 
swelling of the joints or orchitis. Malta fever is 
further characterized by its low mortality and 
long-drawn out and indefinite duration. It is a 
disease primarily of goats, secondarily of man, 
and prevails especially about the Mediterranean 
Basin. 


Gentry and Ferenbauch,! in 1911, found a 
nest of Malta fever throughout the older goat- 
raising sections of Texas. This endemic center 
embraces an area approximately 300 miles 
along the Rio Grande River, extending many 
miles to the north. All the cases of Malta fever 
found have occurred in territory devoted to goat 
raising and all the patients there gave a history 
of drinking unboiled goats’ milk, or were as- 
sociated with the goat-raising industry. The 
Micrococcus melitensis was isolated from several 
of the cases. Lake describes a similar outbreak 
in Arizona. In recent years it has been found 
that Malta fever occurs occasionally in all sec- 
tions of the United States.” 


Brucella melitensis is a small coccobacillus oc- 
curring singly and in pairs, sometimes in short 
chains; it has no spore and is gram-negative. 
Sometimes high agglutinating power against it 
develops in persons suffering with Malta fever; 
titers of 1:5000 are not uncommon. On the 
other hand, in some cases the agglutinating power 
is so low as to be misleading. A negative ag- 
glutination does not always prove that the pa- 
tient is not infected. Brucella melitensis is 
readily destroyed by heat. Sixty degrees centi- 
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grade for about twenty minutes is sufficient to 
destroy this organism in milk and to provide 
at the same time a liberal margin of safety. 
While this micrococcus is comparatively resist- 
ant to heat and the ordinary germicides (1 per 
cent phenol destroys it in 15 minutes), it shows 
a remarkable resistance to drying, for it may 
remain alive in the dry state for months. 


CONTAGIOUS ABORTION 


Contagious abortion in herds is a_ serious 
economic problem and we recommend that when- 
ever the disease is discovered, the animal be 
slaughtered and the strictest methods instituted 
to control it. Undulant fever is transmitted to 
the human most probably through the udder of 
the animal, infecting the milk. It is thought to 
be propagated among animals by transmission 
through the male. There is some evidence that 
an animal will gradually acquire an immunity 
to the Brucella melitensis. There is also some 
evidence that this infection brings about steril- 
ity in the female and, if this is true, the animal 
can become only an economic burden. 


RELATIONSHIP BETWEEN MALTA FEVER AND 
CONTAGIOUS ABORTION 


In 1918, Evans® called attention to the fact 
that by ordinary laboratory methods it is im- 
possible to distinguish the .causal organism of 
Malta fever from the so-called Bacillus abortus 
which causes contagious abortion in cattle and 
hogs and other domestic animals. These ob- 
servations were confirmed and amplified by 
Meyer and Shaw in 1920. There are several 
varieties of the melitensis species which might 
infect goats and which are readily transmitted 
to man. The abortus variety causes a wide- 
spread disease in cattle and is commonly pres- 
ent in cow’s milk. It also causes contagious 
abortion in hogs. On account of its frequent oc- 
currence in cow’s milk, and the rarity of the 
human disease in regions where cow’s milk is 
used, the bovine variety must be regarded as 
of comparatively slight virulence for man. This 
suggests that the abortus strains of porcine ori- 
gin are more virulent for man than the strains 
of bovine origin. 

From experimental evidence it would appear 
that the infection of Malta Fever may be taken 
in through wounds, the mucous membranes, or 
by food or drink. The usual source of infec- 
tion is raw goats’ milk. Brucella melitensis 
leaves the body in various secretions and excre- 
tions. Great numbers of the cocci in pure cul- 
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tures may appear in the urine. The milk of 
goats also contains the virus. All the secretions 
from the body must be regarded as infectious 
until further knowledge of the subject is at 
hand. In man the coccus may be isolated from 
the feces, blood, urine, spleen, lymph glands, 
bone barrow, and mammary glands. 


TULAREMIA 


During the past winter we were considerably 
agitated by the discovery of a number of cases 
of tularemia among our people. The Health 
Department maintained a careful and frequent 
examination of all rabbits and squirrels on the 
market. Many were seized and destroyed. The 
inspectors were taught to examine the carcasses 
and skin and when in doubt to place a seizure 
ticket on the lot and send for the city veteri- 
narian. In my opinion, tularemia is a very 
serious public health problem. The disease is 
generally contracted through the skin, and the 
infection caused when the Bacterium tularense 
finds entrance, produces a nodular sore, gen- 
erally raised, very persistent and unyielding to 
treatment. The sore is usually on the hands. 
Infections travel along the lymphatic channels, 
producing the general symptoms of malaise, chil- 
liness, and so on, and result in an axillary ab- 
scess. I have treated a number of cases and 
drained a number of the abscesses. 

The infection may find entrance through the 
alimentary tract, producing symptoms compar- 
able to typhoid fever or malaria. In all cases 
accompanied by the nodular sore, the blood 
should be titrated for tularemia. The disease 
is an infectious one among rabbits and squir- 
rels and is thought to be transmitted by close 
association in the habits of these animals. 


MILK 


The milk ordinance of any city or county 
should contain strict provisions allowing the 
health officer wide latitude and power to con- 
demn and seize whenever necessary. In my 
city, only two raw milks are allowed. The first 
is certified milk produced under the supervision 
of the Milk Commission of the Jefferson County 
Medical Society; the other is known as Grade 
“A” and must come up to a very high standard 
as to cleanliness, having a bacterial count of 
not over fifty thousand per c. c. and no gas- 
forming bacillus. All other milk sold in the 
City of Louisville is pasteurized and the plants 
doing this work are constantly kept under sur- 
veillance. I hold to the opinion that the day 


is not far distant when all milk will be pas- 
teurized. If it is true that pasteurization de- 
stroys some of the vitamin contents, it is far 
preferable to furnish these vitamins in some 
other way than to jeopardize the public by al- 
lowing the ingestion of the many harmful bac- 
teria found in commercial raw milk. 


Our ordinance requires that milk and cream 
used in the manufacture of ice cream must also 
be pasteurized. A thorough and complete steri- 
lization of bottle apparatus and the prevention 
of hand capping should be enforced. 


All food handlers, including those handling 
milk, should be examined to ascertain whether 
they have Vincent’s angina or open and active 
syphilitic lesions, and whether there are among 
them any typhoid carriers, diphtheria carriers, 
or open cases of tuberculosis. A complete list 
of those who may jeopardize the public by any 
of the above mentioned complaints should be 
kept on file in the health department. Strict 
supervision of the sanitary conditions of dairy 
barns should be maintained, and, in order to 
carry out our reasonable yet necessary sanitary 
restrictions and provisions, the health officer 
should be courageous enough to place an em- 
bargo upon the milk coming from any unap- 
proved plant. I well remember in Louisville 
some years ago, when the effort was first made 
to clean up this situation, that the milk drivers, 
drawing the milk and delivering it from cans in 
open vessels, many, many times handling noth- 
ing more than manure soup, armed themselves 
with shotguns in their efforts to protect their 
civic rights. Only through the courageous ac- 
tion of the State Board of Health of Ken- 
tucky and the City Health Officer was the vic- 
tory won. 

I must confess that I am becoming rather 
hard boiled in handling the milk situation. 
Much experience and many opportunities to ob- 
serve, force me to the conviction that we will 
soon come to trusting the pasteurization of milk 
to two or three up-to-date, well organized and 
strictly inspected pasteurizing plants. This, of 
course, we recognize to be a very difficult thing 
to accomplish, but with the enaction of laws 
and ordinances containing teeth long enough 
and sharp enough, public health officials will 
finally win. 

As Health Officer of the City of Louisville, the 
metropolis of the State, I would be derelict in 
my obligations did I not here and now acknowl- 
edge the great: help rendered by the physicians 
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of my City. I offer my profound thanks for 
the assistance rendered by this great army of 
human benefactors, some of whom are true doc- 
tors, true teachers, constantly going about doing 
good. 


“He may be white man, African, 
Parsi, Jane, Mohammedan, 
He may be Pagan through and through. 
He may be Christian, may be Jew. 
Confucius may have formed his creed, 
But I believe God loves him indeed, 
For he fulfills his neighbor’s need, 

The Doctor!” 
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DISCUSSION (Abstract) 


Dr. Felix J. Underwood, Jackson, Miss—The proper 
protection of food supplies is a very important duty of 
any health department, a responsibility looked upon too 
lightly very often. The Livestock Sanitary Board and 
State Board of Health have worked together in Missis- 
sippi to control undulant fever. The milk supply of 
Jackson and of about 20 or 25 other cities and towns of 
Mississippi is well protected from every standpoint ex- 
cept that of undulant fever. On infectious abortions of 
cattle very little work has been done; in fact, no work 
until this year. 

The cases of undulant fever we have had in Missis- 
sippi, nine in number, with the exception of two cases 
have been traced to the consumption of raw milk. 

Personally, I believe the universal pasteurization of 
dairy products to be the only way to prevent undulant 
fever. I am of the opinion that during 1930 we shall 
be able to pass a compulsory pasteurization ordinance 
in my home town, Jackson, Mississippi, with a popula- 
tion of only 45,000 people. Other cities in the State 
will follow Jackson’s lead just as soon as an adequate 
supply of pasteurized milk is available. 

We as health officials should insist upon the use of 
pasteurization or boiling of milk. If it is impossible 
for the people in a community to secure pasteurized 
milk and they cannot be induced to render their milk 
safe by boiling it, we should advocate the use of raw 
milk, because the risks incurred would not justify the 
total withdrawal of milk from the family, especially 
from the children. 


Dr. William Litterer, Nashville, Tenn—Contagious 
abortion in cattle is a tremendous menace, and it un- 
doubtedly exists throughout the United States. In Con- 
necticut, the Department of Health and Bureau of 
Animal Industry have checked very carefully the inci- 
dence of contagious abortion throughout the State and 
they find that fully 90 per cent of the herds are in- 
fected. In Iowa I think 50 to 60 per cent of the herds 
are infected. We have made a preliminary survey in 
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Tennessee and‘ find that the infected herds will run 
from 40 to 50 per cent, comparatively equally distributed 
throughout the State. Veterinarians tell us that it is 
far more difficult to eradicate than tuberculosis. Unless 
some vaccine or serum be discovered, it is practically 
prohibitive to eradicate the disease on a very large 
scale. 

The micro-organism of Malta fever was discovered by 
Major Bruce, who called it Micrococcus melitensis. 
This name persisted in the literature for many years 
and even up to the present time, but it remained for 
Dr. Alice Evans, of the United States Public Health 
Service, to show the close relationship of the bacillus 
of Bang which is the cause of the contagious abortion 
in cattle and the Malta fever organism found in goats and 
transmitted to man by drinking infected goat milk. The 
micro-organism of Malta fever is known now as the 
Brucella melitensis. This is the caprine strain. We 
have also the bovine and porcine strains. All of these 
varieties or strains can be differentiated from each other 
by refined bacteriological technic. I think the term 
undulant fever should supplant the other term, Malta 
fever, since Malta fever accounts for only one type, 
the goat or caprine strain, whereas undulant fever may 
take in all strains. In this Country we have not very 
much Malta fever except in the extreme Southwestern 
part of the United States, as in Southwestern Texas, 
and in Mexico. We have had in Tennessee over 100 
cases of undulant fever that have been epidemiolog- 
ically, serologically and clinically confirmed. Cultures 
have been obtained in over 40 per cent of the cases. 
Approximately equal numbers are of the porcine and 
bovine strain. No caprine strain has yet been found. 
Infection can be had in two ways: (1) from infected 
material through the abraded skin, and (2) through the 
alimentary tract by infected milk, or other foods. Pas- 
teurization will positively eliminate the micro-organisms 
from the milk. 


Dr. A. T. McCormack, Louisville, Ky—I am sure 
that this Section will be glad to know that since we 
have assembled here we have received word that Dr. 
Harris has been made, by the Mayor of Louisville, Di- 
rector of Public Health. He will have not only his pres- 
ent work as City Health Officer, but will have charge of 
the City Hospital. This gives him ample authority to 
carry out all the procedures which are in direct accord 
with the plan wisely devised by General Gorgas. Dr. 
Harris has done extremely effective work in Louis- 
ville. The work that has been done in the improve- 
ment of our food supply in Louisville under his guidance 
is gratifying. 

Next year, when you come to Louisville, you are 
going to be very much interested in demonstrations of 
work done by that department. 

Louisville, one of the largest cities in the South, is 
now taking its place in the sun as regards public health 
work. We have a well organized and progressive ad- 
ministration. The Louisville Health Department, a 
health organization that we shall all watch with in- 
terest and appreciation, is in one of the best of all 
the cities. We hope soon that it will be one of the 
most healthful of the cities in the United States. 
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SURGICAL TREATMENT OF GLAUCOMA* 


By MIicuHaeEt PRIceE DE Bor, M.D., F.A.C.S., 
Miami, Fla. 


In any condition where there are so many 
methods of treatment devised as in glaucoma, 
you can be assured that there is no specific nor 
any one completely successful procedure. I 
have used nearly every method of operation, and 
through failures and mistakes, have found a 
simple technic which has given me better results 
than any one other. 

In the treatment of glaucoma the essential 
objective is to- relieve the intra-ocular tension. 
And as far as I have observed this can be ac- 
complished only by creating a drainage from 
the anterior chamber to the subconjunctival 
space. 

The operation under discussion is a simple 
method of iridotasis. Ritchett first did it in 
1857. He did not cut the iris, but pulled it into 
the wound and left it. There are several meth- 
ods of doing this operation, but the one which I 
am reporting is as follows: The section is made 
through the sclera with a cataract knife, enter- 
ing the sclera 1 mm. behind the apparent 
sclero-corneal margin. After making the counter 
puncture allow the aqueous to drain off very 
slowly. This is to prevent a too sudden relief 
of pressure from the eyeball, as it is easy to get 
a hemorrhage if there is any atheroma of the 
blood vessels or high blood pressure. By a 
sawing motion of the knife, cut out the section 
through the sclera. Turn the knife downward 
and backward and make a large conjunctival 
flap. Turn the flap back over the cornea and 
grasp the iris with iris forceps near the pupil- 
lary margin. Pull the iris out till the pupillary 
margin appears, then make just as narrow an 
iridectomy as possible. Leave the tips of the 
pillars of the coloboma in the wound as they 


are. Paste down the conjunctival flap and close, 


the eye. A dressing should remain on both eyes 
for two days, and on the operated eye for at 
least ‘five days. 





*Clinic, General Clinical Session, Southern Medical 
Association, Twenty-Third Annual Meeting, Miami, 
Florida, November 19-22, 1929. 


In doing the operation you get a permanent 
wick drain of living tissue. When healing is 
established you have a flattened conjunctival 
bleb which produces no irritation to the pa- 
tient. 


I have not confined myself to this operation, 
but have done it ten times, with good results in 
nine cases so far. 


I shall report three cases, the first two repre- 
senting different types and the third a failure: 


Case I1—Mr. H. V. G., age 73, I saw first on March 
12, 1925. He complained of severe pain in the right 
eye, with spells of nausea and vomiting. The eye had 
been blind for several years. There was no light per- 
ception. The diagnosis was chronic glaucoma, with 
recurring acute attacks. On April 4, 1925, I did an 
iridotasis. I made a conjunctival bridge instead of a 
flap. 

This man was last seen by me on August 21, 1929. 
Up to that time he had had no further trouble and his 
tension was normal. 


Case I1.—Mrs. J. K., age 36, on January 21, 1927, 
came to my office complaining of a pain in each eye 
and of almost total blindness for the preceding five days. 
I could not take the field of vision. Tension was 60 
in each eye. Eliminative treatment and eserine were 
pushed. On February 7, 1927, the tension was down to 
40 in each eye, but vision was no better. The left disc 
could be seen and there was a decided glaucomatous 
cupping. The patient was kept on treatment, but on 
April 18, 1927, tension was found to be 60 again. An 
iridotasis was done on the right eye. On April 26 it 
was done on the left eye. Her general and local condi- 
tion gradually improved, and on November 10, 1929, 
there was no hypertension and the vision was O. D. 
20/100, O. S. 20/50. 


Case I1I—Mr. B. W., age 60, on March 14, 1927, 
came to my office for refraction. He complained of 
dimness of vision in the left eye. He had a tension in 
the left eye of 40, a contracted field of vision, but 
vision with proper correction was still 20/20. He was 
put on eserine, and on March 16 the tension was 32. 
I saw him next on April 18. He had a tension of 42 
and a vision of 20/40 with correction. On April 19 I 
did an iridotasis. The vision came back to 20/25, 
and the tension remained normal for three months, 
when it went up to 36. I attributed this to the fact 
that in operating I made too large an iridectomy and 
the iris retracted from the scleral incision. However, 
his tension has been kept down with eserine since. He 
is still under observation. 
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PLACENTA PREVIA* 


By Stras H. Starr, M.D.,} 
Louisville, Ky. 


Placenta previa is one of the most serious 
complications of pregnancy. It has been recog- 
nized since Hippocrates’ times, but not until 
1664, when Paul Portal described it as being 
implanted over the os, was it positively known 
that the placenta was not separated and pro- 
lapsed from an insertion higher up. 


The reported incidence of placenta previa va- 
ries widely and is roughly estimated as 1 to 250 
in hospital and 1 to 1000 in private practice. 
The reason for this discrepancy, of course, is 
the fact that these cases are referred to hospi- 
tals, and also that the diagnosis is more likely 
to be made and reported in hospital practice. 


The types of placenta previa are the mar- 
ginalis, where only a rim of placenta impinges 
over the os, the partialis or lateralis where a 
larger portion impinges over the os, the centralis 
or complete where the placenta is implanted over 
the entire os uteri, and finally the cervicalis, 
where the placenta is implanted in the walls of 
the cervix. This latter condition is rare, very 
dangerous, and is not usually treated in the 
same manner as the other types. The earlier the 
diagnosis of placenta previa can be made, the 
more likely is the condition to be extensive, be- 
cause a marginal placenta cannot be palpated 
until almost complete dilatation is obtained; 
whereas, if a portion of the placenta can be felt 
through the cervix at one or two fingers dilata- 
tion, at least half of the os has the placenta 
impinged over it. The incidence of the three 
types varies considerably, the partial generally 
being considered the most frequent. 

The cause of placenta previa is not definitely 
known, but it is associated chiefly with chronic 
endometritis and multiparity, especially when 
the children are born in rapid succession. Gen- 
erally speaking, we might say that when there 
is any abnormal condition of the endometrium, 
either from infection, abortion, or delivery, the 
uterus apparently is not in condition to receive 
the fertilized ovum in its normal position, and 
placenta previa is the result. Thus the only 
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prophylaxis for the condition is an attempt at 
wiping out the etiological factors, preventing 
and treating endometritis and doing all we can 
to favor normal involution of the uterus. If 
our theory of the eticlogy is correct, we should 
expect to see repeated placenta previa in the 
same patient. This occurred only twice in 69 
cases at Bellevue Hospital. In 28 cases in the 
past five years at the Louisville City Hospital 
there was only one patient who had not been 
pregnant and only three who had not had viable 
children. 


The symptoms of placenta previa are fairly 
constant and a diagnosis is a relatively simple 
matter. The one important symptom is hemor- 
rhage, which is due to the separation of the 
placenta from its attachment. This may occur 
at any time in pregnancy and is the cause of 
some early abortions. It is during the last tri- 
mester of pregnancy that the condition is most 
frequent and DeLee states that “A painless, 
causeless, uterine hemorrhage in the last tri- 
mester of pregnancy is almost pathognomonic 
of placenta previa.” As a general rule, the more 
extensive the placenta previa, the earlier will 
the hemorrhage occur. Usually there is a warn- 
ing, that is, just a slight spotting which may 
occur several times before there is a real hemor- 
rhage. Occasionally there is a single profuse 
hemorrhage, however. Usually these hemor- 
rhages occur before term. When the cervix be- 
gins to thin out and retract, examination reveals 
it to be very soft and friable, usually pushed 
anteriorly and the positive diagnosis results from 
palpating the placenta through the os. 


If from the symptoms placenta previa is sus- 
pected, the vaginal examination must not be 
made without certain preparations, because the 
examination itself may cause further separation 
and dangerous hemorrhage. The patient should 
be prepared and draped in sterile goods, and 
packing should always be available so that if a 
serious hemorrhage occurs it can be controlled. 

The prognosis in placenta previa varies greatly 
according to the types and treatment. In for- 
mer years when the treatment consisted of im- 
mediate delivery per vaginam the maternal mor- 
tality reached 20 to 25 per cent. Since accouche- 
ment force has been abandoned, the mortality 
rate has decreased perceptibly and the figures 
in the larger clinics are around 10 per cent. 
The fetal mortality in these cases is over 50 
per cent. 
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In discussing prognosis and ways to improve 
our mortality figures, it is well to investigate 
the causes of death. They are in order of fre- 
quency: (1) hemorrhage; (2) sepsis; (3) rup- 
ture of uterus; (4) air embolism. Since the 
first two causes are predominant it is encum- 
bent upon us to conserve blood and to do all 
in our power to keep down infection. It is 
said that 60 per cent of the cases that die, in 
reality die from post-partum hemorrhage: after 
delivery is accomplished from below and the 
placenta has been expelled with the uterus con- 
tracted and the cervix pulled down, inspected 
and repaired if necessary, pituitrin and ergot 
are given and the uterus is packed or not as 
you wish; then, after a short time, the uterus 
relaxes and, in spite of repacking, massage and 
medication, the hemorrhage continues, the ute- 
rus remains atonic and the patient dies. Kellog 
described the autopsy findings in two such cases. 
There was an intact or well repaired external 
cervical ring, but above in the lower uterine 
segment a split at the placental site into the 
uterine musculature permitted hemorrhage from 
large deep vessels and sinuses. This tearing ex- 
plains why the pack will not control the hem- 
orrhage. It is impossible to place the packing 
directly against the torn muscle fibers. This 
tearing occurs with manipulation in the lower 
uterine segment and dilatation of the cervix. 
It occurs frequently enough to make Kellog and 
others doubt that delivery from below should 
ever be attempted unless the cervix is fully di- 
lated when it is first seen. Sepsis is a rather 
frequent complication of placenta previa, be- 
cause of several factors. The self-evident factor 
is that the uterine sinuses are nearer the outlet 
and are much more prone to infection. There 
are more operative procedures, which in itself 
tends to increase infection. One factor that 
has been overlooked to some extent until recently 
is that a patient who is weakened from any 
cause, but especially from loss of blood, is more 
apt to become infected than one of greater re- 
sistance. If we restore the blood loss before 
any operative procedure, or sometimes transfuse 
immediately afterwards purely as a prophylactic 
measure, infection will be decreased. 

The prognosis for the child is very bad; in 
fact, the mortality is so great in cases other than 
cesarean section that the treatment of the case 
must be with all consideration to the mother. 
The mortality for the child varies from 30 to 70 
or 100 per cent with different methods of treat- 
ment. Prematurity of course is frequent, and 
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it will increase the mortality whatever method 
of treatment is employed; and with delivery 
from below, with the consequent increase in the 
trauma to the child, the deaths are materially 
increased. Asphyxia is a cause of death as well 
as prematurity. Asphyxia is due to separation 
of the placenta or compression of the placenta 
and placenta site. 

The treatment of placenta previa depends of 
course upon certain factors: the type of previa, 
the parity of the patient, the length of gestation. 
To me the most important factors are the general 
condition of the patient when first seen, the 
amount of dilatation of the cervix and the 
amount of manipulation there has been. 

In the marginal type which is usually recog- 
nized only after complete or nearly complete 
dilatation, rupturing the membranes may be all 
that is necessary; or perhaps a forceps or ver- 
sion will be needed. It is the more extensive 
types that offer more trouble, and in which we 
have several alternatives to follow. 

Braxton-Hicks version with the buttocks of 
the child used as a tampon to control the hem- 
orrhage is a simple method where there is enough 
dilatation to perform the version and pull the 
feet down. If there is less than two fingers 
dilatation, usually a gauze pack is used as a 
preliminary to this manipulation. After the 
version is done and the leg or legs are extracted, 
the case should be left to Nature, while just 
enough traction is made to control hemorrhage. 
If it is impossible to hospitalize the patient, 
this is apparently the method of choice, but 
the fetal mortality is 75 to 100 per cent and 
the maternal mortality is not materially better 
than with other methods. With this method 
in 171 cases at the Rotunda at Dublin the mor- 
tality was 6 per cent, but that is a lower figure 
than is given in most clinics. 

Insertion of a dilating bag is a method em- 
ployed by many. The largest bag that can be 
inserted through the cervix is put in and the 
pressure against the lower segment and pla- 
cental site controls hemorrhage. Preparations 
must be made for operation immediately after 
expulsion of this bag from the cervix: either de- 
livery by the easiest method, or if the cervix 
remains incompletely dilated, version, allowing 
a spontaneous delivery as was mentioned before. 
Williams uses this method in almost all his 
cases at Johns Hopkins and the mortality rate 
is 10.5 per cent. Williams advocates the method 
because in his hands it controls hemorrhage and 
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the infection is less, he thinks, than when cesa- 
rean section is performed. 

Cesarean section is admittedly the method of 
choice in clean primiparous cases with thick 
cervices and a fetus at term. It is argued that 
in dilating a hard thick cervix, the hemorrhage 
may be too great. It seems to me, however, 
that, although dilatation of any sort of cervix 
will cause some degree of laceration, surely op- 
erative procedures will cause more tearing and 
render control of hemorrhage more difficult. I 
feel that in any case in which a diagnosis of 
placenta previa has been made, with very little 
dilatation of the cervix and the patient not in 
active labor, a cesarean section should be per- 
formed. As Kellog has said, each delivery from 
below carries with it the potential danger of 
post-partum hemorrhage from splits in the mus- 
culature of the lower uterine segment, and in 
cesarean section manipulation and consequent 
laceration of that area can be avoided. 


Bill has described preparations that should be 
made before every operation, cesarean section 
or otherwise. Never operate upon a patient in 
shock. If the blood pressure is below 100/60 
and the blood count below 3,000,000, do a pre- 
liminary transfusion before any operative proce- 
dure. Frequently in severe cases, it is neces- 
sary to do a preliminary transfusion, and a sec- 
ond one after delivery. Another point to be 
remembered is this: if a patient is delivered and 
loses much blood, even though she is not in 
shock, a transfusion will shorten her convales- 
cence and is our best prophylaxis for infection. 
And finally, as Bill brings out, after hemorrhage 
we have a vicious circle: the more blood lost, 
the more atonic the uterus, and consequently the 
more hemorrhage. Therefore to supply more 
blood is our only method of defense. There are, 
of course, some cases that are potentially in- 
fected on admission and that also have lost much 
blood. To do a cesarean section upon these 
cases after much manipulation is another mat- 
ter. If there is a prospect of increased hemor- 
rhage by delivery from below, however, that 
again seems to me to be the most logical way. 
Let us remember that our first consideration is 
to save blood. 

Bill advises cesarean section for all cases not 
in advanced labor, and he has two sets of figures 
to prove his point. Following the treatment of 
preliminary transfusion and cesarean section he 
has a mortality rate of 1.78 per cent in 56 
cases, or 71 per cent of placenta previa cases 


SOUTHERN MEDICAL JOURNAL 


271 


since 1922. Before this treatment was_insti- 
tuted, in 45 cases the mortality was 11.1 per 
cent. 

Cesarean section’is a serious operation and I 
assume that it is done by a man of ability. 
Generally speaking, it is done too frequently, 
but I feel that one of its chief indications is in 
placenta previa. 

Manual dilatation of the cervix is always con- 
tra-indicated in placenta previa. If one recog- 
nizes this fact, one’s mortality will be much 
less than that of the last twenty years. The 
future seems to point the way for abandonment 
of delivery from below altogether, except in the 
simple marginal type of placenta previa. 
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DISCUSSION (Abstract) 


Dr. W. T. Pride, Memphis, Tenn—For a number of 
years we have been interested in placenta previa. We 
divide the cases, as Dr. Starr said, into marginal, lat- 
eral and central. Never have we experienced any diffi- 
culty with the marginal or lateral types. We use a 
bag if necessary. The central type is always an indi- 
cation for cesarean section both on account of mother 
and baby. The greatest care should be used in exam- 
ining the case, because of the possibility not only of 
infection, but of hemorrhage. We adhere to these rules 
and have not lost a case for several years. 


Dr. L. A. Wilson, Charleston, S. C—-Many men do 
not appreciate the frequency of premature separation 
of the placenta. In my Clinic, where we have many 
negroes whose pre-natal care is not so good as it ought 
to be, and we have many toxic cases, perhaps the in- 
cidence of premature separation is higher than the av- 
erage. Our hemorrhages are divided, fifty-fifty, between 
premature separation and placenta previa. Most of the 
text books leave us feeling that the ante-partum hem- 
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orrhages are all due to placenta previa, which is a mis- 
take. According to my statistics, about 50 per cent are 
premature separation of the placenta. 

If they are to be delivered by cesarean section the 
differential diagnosis may not be important. How- 
ever, if you are not going to deliver by cesarean sec- 
tion, the differential diagnosis is very important be- 
cause the treatment is entirely different. Dilatation in 
previas must be slow, as Dr. Starr brought out, and 
the hemorrhage must be controlled while the dilatation 
is going on. In separation, however, the delivery must 
be quick if you are to save the patient’s life. The 
reasons are obvious: it is impossible to control the 
bleeding in separation until the uterus is emptied; in 
the previas the bleeding point is accessible, and there- 
fore it can be controlled while dilatation is going on. 

The differential diagnosis of these two conditions, to 
my mind, can be made only by digital examination of 
the cervix. The symptoms are useless. You can have 
pain in a previa, and also in separation. If we put 
the patient on the table and make a digital examina- 
tion we can ascertain whether the placenta is in the 
cervix. 

We recognize now that in placenta previa cesarean 
section is the operation of choice. There is some 
discussion as to whether we should do a cervical cesa- 
rean or a classical. Some obstetricians think the 
classical is best. I do not agree with that because we 
do not always know when we do a classical cesarean 
whether we get the placenta. 

The mortality of the classical section is much higher 
than the low for these cases. 


Dr. T. B. Sellers, New Orleans, La—Not infrequently 
we have bleeding cases as late as six and a half or 
seven months in pregnancy, when a few more days, 
probably two weeks, would give us a viable child. 
At times the mother is willing to take a chance even 
of her own life to get a living baby. My rule is not 
to leave a patient with a definite placenta previa 
until after she has been delivered, and I am sure there 
is no danger of a post-partum hemorrhage; the method 
of delivery depending on the type of case, as outlined 
by Dr. Starr. 

Theoretically it sounds easy to make a differential 
diagnosis between the central type and the lateral or 
marginal; but, in practice, this is very difficult on 
account of the danger of hemorrhage following a gyne- 
cological examination, especially if the cervix is long 
and the cervical canal small. 

Cesarean section is indicated in a large percentage 
of cases of placenta previa in primiparas. We should 
not temporize regardless of what stage of gestation the 
woman is in. We should never make a gynecological 
examination in the home (unless it is necessary to 
pack to control hemorrhage preliminary to sending to 
the hospital). Of course, in the rural districts it is 
different; You have no hospital, therefore, you should 
have everything ready in the home for immediate 
action before attempting a gynecological examination. 


Dr. Starr (closing)—In the hospital services where 
the intern examines the patients, I have noticed that 
many times he does a vaginal examination. We have 


a rule that no examination at all shall be made until 
everything is ready to control hemorrhage. 

Often after a placenta previa has been diagnosed, 
on examination we find many blood clots around the 
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cervix due to premature separation. I think we should 


remember that. 


I am glad Dr. Sellers brought out the question of 
temporizing. De Snoo made an analysis of the length 
of time after bleeding that placenta previas had been 
delivered. In 14 cases delivered the first day of bleed- 
ing he had no mortality; in 42 cases delivered the 
third day, two died; and in 86 cases delivered later 
than three days after, 19 died. So it is not only a ques- 
tion of temporizing in rather severe cases, but also 
of delivering the patient while she is in as good con- 
dition as possible. 

The types of placenta previa are difficult to distin- 
guish and to me the whole question depends upon 
the degree of dilatation of the cervix at the time the 
diagnosis is made. If the dilatation is sufficient for 
delivery, then deliver; but if the dilatation is so small 
that delivery cannot be accomplished from below, ce- 
sarean section at that time will offer much better re- 
sults. If you can examine the patient as soon as she 
has the first bleeding, when she has not had a series 
of hemorrhages, you can do an elective section while 
she is in good condition and you will have a low mor- 
tality. If you wait until later and deliver from below, 
the mortality will be greater than from the elective 
section. But of course in cases where we have a large 
amount of hemorrhage with little dilatation where we 
give a transfusion before the operation, nearly everyone 
is convinced that cesarean section is the method of 
choice. 





MEDICAL EDUCATION IN CUBA* 


By L. F. Ropricuez Mottina, M.D.,+ 
Havana, Cuba 


Before students can enter the University in 
Havana they have to complete the course in 
what you call here high school; we call it there 
bachillerato. This is a four-year course; and 
when the student finishes it, if he makes his 
grades, he enters the University. Students are 
not allowed to enter the University until they 
have attained the age of seventeen years. Be- 
fore entering the medical school they must pass 
a preliminary year of pre-medical studies. This 
pre-medical course consists of physics, chemis- 
try, pathology, biology and one foreign lan- 
guage, English or French. One of these lan- 
guages is necessary, English or French, but I 
intend in a short time to put in two languages, 
English or French and Italian or German. When 
they pass these studies they enter the medical 
school. In the medical school they have two 
years of basic studies, I think we might call it: 
anatomy two years, physiology two years, his- 
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tology and embryology one year, pharmacology 
one year, medical chemistry one year, biological 
chemistry one year, and bacteriological chemistry 
one year. Every year has one hundred and fifty 
hours, practice and lectures. When they pass 
these two years they go on to the pathological 
studies. In this they have general pathology, 
two years; microscopy (which is laboratory 
practice), one year; topographic anatomy, one 
year; pathological anatomy, one year; parasitol- 
ogy and tropical diseases, one year; radiology, 
one year; medical pathology, one year; surgical 
pathology, one year; obstetrics, one year; and 
experimental pathology, one year. Afterwards 
they spend two years in clinics and in special- 
ties. In these two years they need to complete 
the medical clinic, two years; surgical clinic, two 
years; Clinical pathology, two years; gynecology, 
one year; diseases of children, one year; genito- 
urinary diseases, seventy-five lectures; ortho- 
pedics, seventy-five lectures; diseases of the eye 
and diseases of the ear, nose and throat, each 
thirty lectures, and thirty to forty-five practi- 
cal courses in small groups. We have another 
year of dermatological diseases and syphilis; 
mental diseases, thirty-five lectures; hygiene and 
legal medicine. 

When they have finished all this material, 
they are required to stand an examination. 
These examinations are in two parts, one of 
which is clinical. In this clinical work they have 
to demonstrate before the examiners one case 
of children’s diseases, one surgical case, one 
mental case, and one gynecological case. They 
are also required to perform one operation on 
the cadaver. 

We have one or two head professors in every 
department, one or two auxiliary professors, and 
two or three assistant professors, and some in- 
structors. By this method every little group of 
students has one professor in order that the 
study of medicine may be complete and practi- 
cal. 

We have not now full-time professors, but I 
think that in a short time we shall have them, 
because, as I told you this morning, the Gov- 
ernment has promised to help us. 


As I also told you this morning, our Uni- 


versity is very old; it is now two hundred years 
old; but its improvement has taken place only 
during the last twenty-five years, since Cuba 
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became a republic. We have not the hospital 
facilities we should have; the hospitals of Ha- 
vana do not belong to the University; but Dr. 
Francisco M. Fernandez, who is a professor in 
our University, is now the Secretary of Public 
Health, and he has helped us very much. The 
poor of Cuba are treated by the medical school 
and all the physicians in that hospital are pro- 
fessors in the medical school. We have now two 
hospitals, one of four hundred beds and one of 
twelve hundred beds. 


The system we have now in our work at the 
University is that every professor has the con- 
trol of his department. Under this arrangement 
every department has an x-ray department, a 
laboratory, and so forth. In the Mercedes Hos- 
pital there are three x-ray departments and three 
or four laboratories, and in the other hospital 
there are eleven x-ray departments and eleven 
or twelve laboratories. 


Professor Fernandez, the Secretary of the 
Board of Health, has been holding a campaign 
in connection with the medical school against 
parasitic diseases in Cuba. Recently the profes- 
sor holding this chair, Dr. Garcia Rivera, has 
published a book on these parasitic diseases, or 
tropical diseases, which is very interesting. I 
think his book has been reviewed in this Coun- 
try, because all the doctors who go to Cuba 
ask us for the Department of Tropical Diseases 
and the book that has been written on that sub- 
ject. So now we can present one book on this 
question. 

Another question which is asked in connec- 
tion with the medical school is in regard to the 
prevalence of tuberculosis. At one time the 
mortality in Cuba from tuberculosis was very 
high. Now the people are very well acquainted 
with this disease, because the Board of Health 
and the medical school have been giving lectures 
and conferences in a campaign to prevent this 
disease. I consider this a very important ques- 
tion in our Country. 

Every year, when the medical course is fin- 
ished, we give some special prizes to the best stu- 
dents. The best students, two or three of them, 
are sent to the United States and Europe as 
traveling fellows in order to give them opportu- 
nities for improvement. 
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We now have out-patient departments in all 
the clinics, which I think is a very important 
feature for the students. In the hospital they 
see the patient in bed, and I think it is very 
important to see the patient in the consultation 
room, thus allowing them to see him under dif- 
ferent conditions. 


We have also a very good children’s clinic. 
The children’s clinic is in connection with the 
solarium for the prevention of tuberculosis in 
childhood. 

Another department that is very complete is 
the department of skin diseases and syphilis. 

In conclusion, I may say that I think we are 
going to improve very much more, because the 
Government has promised us to build another 
medical school at a cost of two million dollars. 
Since this government has been in power it has 
spent two or three million dollars on the Uni- 
versity, and I think that this improvement will 
continue until our condition will be very much 
better. Our University is not independent, be- 


cause it belongs to the State, but I think the 
State will continue to help us, and I hope that 
if I should attend a future meeting of this As- 
sociation I may have further improvements in 
our University to report. 
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Question—How many students have you in your 
medical school now? 

Dr. Molina.—We have about two thousand students. 

Question—Do any of them go to South American 
countries ? 

Dr. Molina—Yes, a few of them. I think that now 
in a short time some of the students from Latin Amer- 
ica and South America will come to Cuba, because the 
fees are very low. The fees for each branch per year 
are $30.00. 

Question—How many schools are there in Cuba? 

Dr. Molina.—Only one. 

Question—How many students are there in the Uni- 
versity ? 

Dr. Molina—Four thousand. 

Question—What is the population of Cuba? 

Dr. Molina.—Three million. 

Question—How many medical students do you grad- 
uate? 

Dr. Molina—About one hundred and eighty or one 
hundred and ninety every year. We have now ninety- 
eight professors. 

Question—How long will Cuba continue to absorb 
that number of graduates each year, nearly two hun- 
dred? Do they go out through the provinces, or de 
they all stay in Havana? 

Dr. Molina—They go out in the Island. They are 
not all in Havana. I think the prospect is very serious. 
This is a tendency that I observe in our Country: all 
the Cubans want to be lawyers or doctors. 
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THE COST OF MEDICAL CARE 

There has been considerable complaint among 
the people of the United States in recent years 
of the high cost of medical care. There has 
also been dissatisfaction among physicians and 
others engaged in medical work because of the 
insufficiency of their incomes. A number of 
recent experiments have attempted to supply the 
public with adequate medical service at a mod- 
erate price. As Dr. Ray Lyman Wilbur,’ Sec- 
retary of the Interior, says, the large proportion 
of the American population, made up of persons 
of moderate means who desire to meet all of their 
obligations, finds it difficult, if not impossible, 
to carry the family through periods of illness. 
Since the legislative group of the country comes 
largely from this portion of the population, a 
sympathetic ear is often given in legislatures to 
solutions of the problem proposed by those who 
see only one side of the picture. Says the Jour- 
nal of the American Medical Association:* 

“The interest of the public in the cost of medical 
care, apparently for many years dormant, seems now 
to be the topic of the hour. True, one may visit in- 
numerable villages, cities and hamlets of the Middle 
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West, the South, and even the New England states and 
find both the physicians and the general public little 
concerned in the current agitation; but in other com- 
munities it arouses burning argument and intense feel- 
ing.” 

The Committee on the Cost of Medical Care 
was organized in May, 1927, in Washington, 
during the meeting of the American Medical 
Association, with Dr. Ray Lyman Wilbur as 
Chairman, to study existing facilities for medi- 
cal services and their cost to the public. Its 
membership consists of representatives of the 
medical profession and of other interests, who 
are committed to a five-year study of medical 
service, upon which they will report from time 
to time, but making no recommendations until 
the end of the study period in 1932. A large 
fund has been made available for the work, many 
agencies are cooperating in supplying facts, and 
a broad plan of work has been outlined. 

The reports which have come out so far have 
been of considerable interest in themselves. 
There is now available a survey of the extent 
of illness in the United States by Alden B. 
Mills. The most informing feature of this is 
the enormous dominating influence upon the gen- 
eral morbidity rate of diseases and defects of 
the respiratory system. Publication No. 3, by 
Allon Peebles, is a survey of statistical data on 
medical facilities in the United States; and No. 
4 is a report by Niles Carpenter on hospital 
service for patients of limited means. There 
is also a general summary of the work of the 
first two years of the Committee’s existence. 
The studies of the Committee have been ab- 
stracted in brief form and will be enlightening 
to any member of the profession who may wish 
to inform himself upon the subject, which is 
one of concern to the entire medical profes- 
sion. 

Since everything in life changes, it is certain 
that the relations of physician and public will 
change in the future. As to the direction of 
the movement, there are many surmises. In 
business, the tendency toward large scale pro- 
duction and distribution of commodities, with 
centralization of control, has spread over the 
Country with an enormous velocity until sur- 
vival of an independent grocer, druggist or 
other merchant has become difficult. Those who 
have not joined the movement have been called 
anachronistic. The farmer is an example of the 
individual who has clung to the method of small 
scale production and is urged everywhere to bet- 
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ter his condition by adopting larger modern busi- 
ness methods. 

The Vega toward which today’s business 
world seems to be whirling, whose dangers are 
daily depicted over the radio, is the autocracy 
of moneyed interests: the control of the coun- 
try’s and of the world’s food, shelter, clothing, 
fuel, power, learned professions and all the ne- 
cessities of life in the hands of a few great 
magnates who will direct employment and per- 
haps exercise undue influence over legislation. 


Many industrialists will be found to tell the 
physician that he must adopt business-like meth- 
ods; that herein lies the solution of his and the 
public’s difficulties. Industrial corporations in 
numerous instances of late years have employed 
whole-time physicians and supplied them with an 
immense routine of patients. It is estimated by 
one authority that the number of physicians em- 
ployed on a salary basis, including those in 
governmental service, is now at least 11 per 
cent of all active physicians in the country. If 
this system prevails, the physician loses part 
of his autonomy. He becomes an employee. 
This may be called one of the trends of the 
times. 


Up to the present the physician has main- 
tained an almost impregnable position as an 
independent in a world organized for large scale 
production and chain store distribution. By 
tradition he is one of the few existing adherents 
outside the church of the tenet ascribed to 
the Christian socialists: “From every man ac- 
cording to his ability. To every man according 
to his need.” His services have always been 
free to the needy; and sickness and material 
want, he has found, have frequently gone hand 
in hand. Enormous wealth would certainly 
have accrued to him had he patented the dis- 
coveries of the healing art. The discoveries 
made in America for the benefit of mankind 
have been free to mankind. The medical dis- 
coverer, unlike the inventor of useful machinery, 
has in America derived no royalties from his 
products. 

What is at present the most efficient means 
of production and distribution of medical serv- 
ice? Quo vadis? The future may best be fore- 
told from a study of past and present. The 


medical profession will wait with interest the 
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recommendations of the Committee on the Cost 
of Medical Care, which has gone about the work 
of answering the question in the most logical 
manner. 





PHOSPHORUS, CALCIUM AND THE 
PARATHYROIDS 


The past two decades in medicine may be 
called the era of drugs of animal origin. Inor- 
ganic salts and herbs or vegetable extracts, iron, 
arsenic, mercury, quinine, digitalis, and many 
less useful, were formerly the chief subjects of 
pharmacology. More recently antitoxic sera, and 
still later, organ extracts, have become impor- 
tant instruments of the medical profession. The 
subject of organotherapy, which for many years 
was in the stage of superstition characterized by 
the prescription: “The hair of the dog is good 
for the bite,” is emerging like a searchlight to 
brighten the high points in the grey dawn of 
therapeutics. An immense stimulus to physiol- 
ogy and pathology have been the numerous 
studies upon the internal secretions. 

In clinical study, the hypothesis that each of 
the ductless glands may function too much or too 
little, and accompanying either condition may 
be a recognizable clinical syndrome, is making 
some headway. Abnormal conditions associated 
with hyper- and hypo-thyroidism have proven 
fruitful fields for study. Symptoms caused by 
over- and under-function of the islets of Langer- 
hans as shown in diabetes and certain hypogly- 
cemic states have become remediable. Studies 
of the action of the parathyroid glands and of 
Collip’s parathyroid extract should discover also 
remediable clinical syndromes associated with 
over- and under-function. 

If all the parathyroids are removed from an 
animal, his serum calcium falls. At a definite 
calcium level, probably from five to seven milli- 
grams per hundred cubic centimeters of serum, 
he goes into tetany and usually dies. If a nor- 
mal animal receives an excess of parathormone 
(Collip) his serum calcium steadily rises, and 
eventually he dies in coma. There are, of 
course, many accompanying tissue changes. 

In searching for a clinical syndrome of mal- 
function of the parathyroids one thinks of the 
common conditions in which there are abnormal 
deposits of calcium and phosphate in the body, 
as in rickets, or in cases of kidney stones. Chem- 
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ical analyses of blood and excreta after parathy- 
roidectomy or parathyroid injections are informa- 
tive. 

According to Esau and Stoland,! of the Uni- 
versity of Kansas, the authenticated findings 
after parathyroidectomy are: a serum calcium 
fall and phosphorus retention in the body, fol- 
lowed by decreased excretion of sodium and po- 
tassium. The metabolism of phosphorus changes 
profoundly in the absence of the glands. Green- 
wald, in 1911, noted that after parathyroidec- 
tomy there was a retention of phosphorus, the 
excretion being less than 2 per cent of normal 
up to the time of tetany, when excretion was 
markedly increased, as after excessive labor. 
The phosphorus retention following a drop in 
the serum calcium is primary, followed by re- 
tention of sodium and potassium, and terminat- 
ing in anuria. There is no increase in calcium 
excretion, though the calcium concentration is 
falling in the serum. One wonders where the 
calcium goes, which is disappearing from the 
blood, but is not excreted, and where the phos- 
phorus goes, which is abnormally retained in the 
body but is not regularly increased in the blood. 
Esau and Stoland express the belief that the 
retained phosphorus is largely if not entirely 
precipitated with calcium in the tissues. Some 
increase in inorganic phosphorus may be ob- 
served in the blood but is due to the break- 
down of excess lipoid and protein phosphates. 
The parathyroid secretion, they believe, func- 
tions to regulate a reversible reaction in the 
muscles between organic and inorganic phos- 
phates of calcium, potassium and sodium, of 
different solubilities. Since the ratio of calcium 
and potassium in tissues affects their permeabil- 
ity and their irritability, when this equilibrium 
is disturbed metabolites otherwise ineffective 
may penetrate the cellular protoplasm in in- 
creased amount. 

The parathyroid secretion thus acts as regu- 
lator of the solubility in the blood and tissues 
of the alkaline elements, calcium, sodium and 
potassium, and of the metalloid phosphorus. 
The studies show the direction of the parathyroid 
control. The source of future information on 
the subject is the method now available to many, 
of experimental observation of animals with 
quantitative differences of circulating parathor- 
mone. 





1. Esau, J. N.; and Stoland, O. O.: Blood Phospho- 
rus and Serum Calcium in Normal and Parathyroid- 
ectomized Dogs Treated with Parathormone. Amer. 
Jour. Physiol., 92:25, Feb., 1930. 
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REACTION TIME 


The success of a boxer is said to depend to a 
large extent upon an inherent quality, the speed 
of his reaction time. This statement probably 
refers chiefly to the voluntary reaction time. 
How closely that is related to the time of the 
involuntary reaction may only be surmised. 
One would guess that there is some parallelism 
between the two. 

The speed of the reflex or involuntary reaction 
lends itself readily to measurement. Wenner 
and Taylor,' of the University of Towa, meas- 
ured the reflex time in dogs in which they pro- 
duced acidosis and alkalosis by the administra- 
tion of ammonium chlorid and sodium bicar- 
bonate. When the pH of the blood and its 
carbon dioxide combining capacity decreased, 
that is, during acidosis, the reaction time was 
shortened. Again, after bicarbonate was admin- 
istered to the point of alkalosis, the reaction 
time was shorter than normal, though not so 
short as in the acidosis animals. Wenner and 
Taylor explain the two similar effects as due to 
different causes. When the hydrogen ion con- 
centration increases, the higher cortical centers, 
they say, are blocked out of the reaction, thus 
shortening the reflex arc, or reducing the length 
of the path that the impulse must travel. With 
the increase of ionized alkali, they believe, the 
decrement or resistance at the nerve endings is 
decreased, and the passage of the nerve impulse 
is actually facilitated, though the arc is not 
shortened. 

It has been noted that the height of the reflex 
knee jerk in the average woman under standard 
conditions is greater than in the average man. 
The average knee jerk of a series of normal 
women after a given stimulation was 19.38 milli- 
meters, while that of normal men was only 13.71. 
The woman has, from these figures, greater re- 
flex irritability than the man. This is of course 
not due to demonstrable differences in male and 
female pH. 

The reflex reaction rate and extent must affect 
the personality and disposition of the individual 
and his general ability to cope with average sit- 
uations. It is a physiological measurement 
which should be of more than passing interest 
to the neurologically minded. 





1. Wenner, W. W.; and Taylor, A. B.: Effect of 
Changes in Acid-Base Equilibrium on the Reflex 
Time. Amer. Jour. Physiol., 91:365, Jan., 1930. 


Comparison of the Irritability of 


2. Williams, E.: 
Amer. Jour. Physiol., 75:52, 1925. 


Men and Women. 
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Book Reviews 


The Right Honorable Sir Thomas Clifford Allbutt, K.C. 
B., MA. MD., FRCP., PRS., Hon. M.D., DSC., 
D.C.L., LL.D., Regious Professor of Physic in the 
University of Cambridge, Fellow and Sometime Clas- 
sical Scholar of Gonville and Caius College. A Mem- 
oir by Sir Humphry Davy Rolleston, Bart., G.C.V.O., 
K.C.B., M.A., M.D., Hon. M.D., D.SC., D.C.L., LL.D., 
Regious Professor of Physic in the University of 
Cambridge, Sometime President of the Royal College 
of Physicians of London. 314 pages. New York: 
The Macmillan Company, 1929. Cloth, $6.00. 

This book gives a vivid picture of Sir Clifford. The 
author has shown his influences on medicine both di- 
rectly through its contributions, and indirectly through 
his influence upon other physicians and students. The 
picture presented is that of a man with scholarly at- 
tributes, developing with the progress of his profession. 
Also a clear conception of the man’s humanitarian as 
well as scientific characteristics is given. After reading 
the book one feels that one knows Sir Clifford both as 
a scholar and a most human individual. 

This book will prove an inspiration to all physicians 
and time will be well spent in reading it. 





Southern Medical News 


CANCER RESEARCH FUND 

The Cancer Research Fund of the Graduate School 
of Medicine of the University of Pennsylvania has 
received a gift of $210,000 from a philanthropist who 
does not wish his name revealed. This is the largest 
single contribution ever made to the Cancer Research 
Fund and has enabled the Fund to reorganize its work 
on a wider and more comprehensive basis and to make 
notable additions to its research staff. 

ALABAMA 

Dr. James J. Durrett, a native of Tuscaloosa County, 
graduated from the University of Alabama in 1909 with 
an M.S. degree and from Harvard University with a 
degree of Doctor of Medicine in 1914, Health Officer 
of Tuscaloosa County 1915-1917, United States Public 
Health Service 1917-1920, and Health Officer of City 
of Memphis and Professor of Public Health, University 
of Tennessee, 1920-1927, has been elected State Health 
Officer of Alabama by the State Committee of Public 
Health, succeeding Dr. Stuart Graves, Dean of the 
School of Medicine, University of Alabama,* who has 
been serving as pro tempore State Health Officer since 
the death of Dr. W. S. Welch. Dr. Durrett is at 
present Chief for Drug Control Division, U. S. Depart- 
ment of Agriculture, Washington, D. C. His election 
is to be confirmed by the State Medical Association 
at the annual meeting in April and he is expected to 
assume his duties April 15. 

Dr. James M. Mason, Birmingham, was elected Pres- 
ident of the Southern Surgical Association at its last 
annual meeting held recently in Atlanta. 

Announcement has been made by Dr. B. R. Bradford 
that a complete change in staff and equipment and a 
return to its old name will be made by the Alabama 
General Hospital, Birmingham, its former name being 
the Birmingham General Hospital. 

The Calhoun County Medical Society recently elected 
the following officers for this year: Dr. W. M. Salter, 
President; Dr. Hugh Gray, Vice-President; Dr. George 
P. Haslam, Jr., Secretary; and Dr. E. C. Anderson, 


Treasurer; all of Anniston. 
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Cuba Tour 


After the Miami meeting of the Southern Medical 
Association last November, the Association conducted 
an official tour to Cuba, a full account of which ap- 
peared in the January JournaL. On the page oppo- 
site are some views taken on that tour that will be of 
interest. 


Top left— 

In front of one of the buildings at Triscornia, the 
Cuban Immigration Station, across the harbor from 
Havana, Sunday, November 24. On the front row, 
fourth from the left, holding a cane and a light-colored 
hat in front of him, is Dr. Francisco M. Fernandez, 
Secretary of Sanitation, Republic of Cuba (a member 
of the President’s Cabinet), who was host to the four 
hundred on the Southern Medical Association tour to a 
luncheon at Triscornia that day. Next to Dr. Fernan- 
dez (dressed in white) is Mrs. Thomas W. Moore, and 
behind and to the left of Mrs. Moore is Dr. Thomas W. 
Moore, immediate ex-President of the Southern Medical 
Association, and acting as President on the tour in the 
absence of the newly elected President. Between Dr. 
Fernandez and Mrs. Moore is Mrs. C. W. Garrison, im- 
mediate ex-President of the Woman’s Auxiliary of the 
Southern Medical Association and the official representa- 
tive of the Auxiliary. Next to Mrs. Moore is Mrs. 
Silvero, wife of Dr. J. E. Lopez-Silvero, Chief Assistant 
to Dr. Fernandez. Next to Mrs. Silvero (dressed in 
black, wearing beads) is Mrs. Fernandez, wife of Dr. 
Francisco M. Fernandez. At the extreme left is Mr. 
C. P. Loranz, Secretary-Manager of the Southern Medi- 
cal Association, personally in charge of the tour. 


Top center— 

Main Table, Dr. Fernandez’ luncheon at Triscornia. 
From left to right, Mrs. Fernandez, Dr. Thomas W. 
Moore, Mrs. Moore, Dr. Francisco M. Fernandez (side 
view) the host, Mrs. Garrison, and Dr. Walter E. Vest 
(extreme right, a side view), Chairman of the Council. 
Note the American flag with photographs of Herbert 
Hoover, President of the United States, and General 
Gerardo Machado, President of the Republic of Cuba. 


Top right— 
A typical table at the Triscornia luncheon, one of 
eight or ten. 


Lower center— 

In the Ballroom of the Presidential Palace in Havana 
on Tuesday morning, November 26, when the President 
of the Republic of Cuba, General Gerardo Machado, 
officially received the physicians of the Southern Med- 
ical Association and their ladies. The photographer 
was able to get in the picture only a small number of 
those present. In the center, hands clasped in front 
of him, is President Machado. To General Machado’s 
right is Dr. Thos. W. Moore. To the left of General 
Machado is Dr. Fernandez and near Dr. Fernandez 
(dressed in white) is Dr. J. E. Lopez-Silvero, Chief As- 
sistant to Dr. Fernandez. 





Dr. Douglas L. Cannon, Montgomery, former State 
Health Officer, has been appointed Director of the 
Alabama Training Station for Public Health Officers. 

Deaths 

Dr. Francis T. James, Uniontown, aged 46, 
December of heart disease. 

(Continued on page 28(/) 
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(Continued from page 278) 
Dr. William Elmore Maxwell, Alexander City, aged 
71, died December 24. 


Dr. Fountain S. McGlathery, Birmingham, aged 69, 
died December 23 of lobar pneumonia. 





ARKANSAS 


The Craighead-Poinsett County Medical Society has 
elected the following officers for 1930: Dr. Chas. H. 
Lutterloh, Jonesboro, President; Dr. J. L. Baird, 
Marked Tree, First Vice-President; Dr. Ralph Sloan, 
Jonesboro, Second Vice-President; Dr. J. M. Jernigan, 
Jonesboro, Treasurer; Dr. Thad Cothern, Jonesboro, 
Secretary; and Dr. J. W. Elders, Harrisburg, Censor. 

The Lawrence County Medical Society has elected 
the following officers for this year: Dr. T. C. Guthrie, 
Smithville, President; Dr. J. C. Hughes, Hoxie, Vice- 
President; and Dr. H. R. McCarroll, Walnut Ridge, 
Secretary. 

The Pulaski County Medical Society recently elected 
the following officers for the year: Dr. Pat Murphy, 
President; Dr. H. Fay H. Jones, Vice-President; 
Dr. E. H. White, Secretary (reelected); and Dr. Wm. 
R. Bathurst, Treasurer (reelected), all of Little Rock. 

The Mississippi County Medical Society has elects: 
the following officers for 1930: Dr. N. B. Ellis, Wil- 
son, President; Dr. J. T. Polk, Keiser, Vice-President; 
Dr. F. D. Smith, Blytheville, Secretary-Treasurer 
(reelected); and Dr. P. L. Tipton, Blytheville, Censor. 

The Saline County Medical Society elected the fol- 
lowing officers for the year: Dr. Dewell Gann, Sr., 
Benton, President; Dr. E. A. Buckley, Bauxite, Vice- 
President; Dr. T. E. Buffington, Benton, Secretary- 
Treasurer. 

The Searcy County Medical Society has elected the 


following officers for the ensuing year: Dr. W. . 
Heart, Marshall, President; Dr. A. Henley, Mar- 
shall, Vice-President; Dr. Sam. G. Daniel, Marshall, 


Secretary-Treasurer; and Dr. E. W. Wood, Marshall, 
Delegate. 

The Sebastian County Medical Society recently 
elected the following officers for this year: Dr. J. H. 


Buckley, President; Dr. Vogal Jeffery, Vice-Presi- 
dent; Dr. A. A. Blair, Secretary; and Dr. W. R. 
Brooksher, Jr., Treasurer (reelected); all of Fort 
Smith. 


Dr. formerly Superintendent of the 
Eastern Oklahoma State Sanatorium, has been ap- 
pointed Superintendent of the Arkansas State Sana- 
torium, succeeding Dr. John Stewart, deceased. 

Dr. J. C. Gilliam has removed from Fort Smith to 
Des Arc. 

Dr. A. A. Hughes, Pine Bluff, announces the re- 
moval of his offices to the Simmons National Build- 
ing, practice limited to eye, ear, nose and throat. 

Dr. Charles R. Moon, Little Rock, has been made 
Health Officer of that City. 

Dr. Ernest W. Prothro has moved to El Dorado from 
Fort Worth, Texas. 

Dr. A. B. Williamson has 
Beech Grove. : 

Dr. J. H. Burge and Miss Minnie McGehee, both 
of Lake Village, were married December 20. 

Dr. F. A. Corn, Jr., Lonoke, and Miss Christine 
Huffman, Little Rock, were married December 5. 

Dr. William A. Kriesel and Mrs. Maude Davis Hur- 
ley, both of little Rock, were married recently. 


Deaths 

Dr. Wiley B. Barnes, Wynne, aged 73, died Novem- 
ber 4 following an operation. 

Dr. Adam Robert Bradley, Morrilton, aged 65, died 
January 6 from the effects of a fall in December. 

Dr. J. C. Buice, North Little Rock, aged 69, died 
November 28. 

Dr. Add A. Evans, Bald Knob, aged 52, died No- 
vember 28 of hemorrhage of the stomach. 

Dr. Thomas M. Fletcher, Mena, aged 62, died De- 
cember 11 of pulmonary tuberculosis. 

Dr. Leonard Goshorn, Gentry, aged 53, died Decem- 
ber 29 of pneumonia. 

Dr. Edward C. Pyatt, Pine Bluff, aged 59, died No- 
vember 1 of cerebral hemorrhage. 


F. P. Baker, 


moved from Aplin to 
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DISTRICT OF COLUMBIA 


The first International Congress on Mental Hygiene 
will be held in Washington on May 5-10. All phases 
of mental hygiene will be taken up at this Congress 
and the Committee on Organization is requesting the 
cooperation of all governments, voluntary organiza- 
tions and individuals interested. 

Dr. Carl Voegtlin, of the Hygienic Laboratory, U. 
S. Public Health Service, Washington, recently gave 
the dedication address at the Jones Laboratory of 
Chemistry, University of Chicago. 

Major George C. Beach, Jr., Medical Corps, U. S. 
Army, has been awarded the Distinguished Service 
Medal for exceptionally meritorious and distinguished 
services during the influenza epidemic in 1918, at 
which time he was serving as Camp Surgeon at Camp 
Greene, North Carolina. 

Dr. Stuart A. Cameron, Washington, and Mrs. Gladys 
Summers Wachtel, Oak Park, were married Novem- 
ber 16. 

Deaths 

Dr. Wallace Bruce, Baker, Washington, 
died October 27 of cirrhosis of the liver. 

Dr. Middleton Fuller Cuthbert, Washington, aged 69, 
died December 15 of myocarditis. 

Dr. Philip Seddon Roy, Washington, aged 68, died 
December 18 of angina pectoris. 


aged 34, 





FLORIDA 

The Columbia County Medical Society has elected 
the following officers for the year: Dr. L. M. Ander- 
son, President; Dr. R. B. Harkness, Vice-President; 
Dr. T. H. Bates, Secretary-Treasurer; and Dr. J. D 
Gable, Delegate; all of Lake City. 

The Hillsboro County Medical Society recently 
elected the following officers for 1930: Dr. J. Brown 
Farrier, President; Dr. C. A. Andrews, Vice-Presi- 
dent; Dr. J. T. Cowart, Secretary-Treasurer; Dr. E. 
W. Bitzer and Dr. W. J. Lancaster, Censors; all of 
Tampa. 

The Palm Beach County Medical Society recently 
held its annual election of officers, who are as fol- 
lows: Dr. V. D. Stone, President; Dr. Lloyd J. Netto, 
Vice-President; Dr. R. Gaylord Lewis, Secretary; and 
Dr. Grace E. Papot, Treasurer; all of Palm Beach. 

The Pasco-Hernando-Citrus County Medical Society 
recently elected the following officers for 1930: Dr. T. 
F. Jackson, Dade City, reelected President; Dr. A. 
C. Coogler, Brooksville, Vice-President; Dr. P. J. Hud- 
son, Crystal River, Vice-President; and Dr. G. R. 
Creekmore, Brooksville, Secretary-Treasurer. 

Dr. Harold O. Brown, Tampa, announces the open- 
ing of offices in the First National Bank Building, lim- 
iting his practice to roentgen diagnosis and therapy. 
He will also continue his office in Clearwater. 

Dr. W. E. Burnett, Chief Surgeon of the East Coast 
Hospital, St. Augustine, has resigned and will return 
to Philadelphia, where he will be a member of the 
faculty of Temple University. 

Dr. H. A. Day and Dr. C. J. Collins, Orlando, have 
removed their offices to the Exchange Building. 

Dr. A. C. Hamblin, Tampa, has been appointed to 
the Bureau of Communicable Diseases of the State 
Board of Health. He has been detailed to Gadsden 
County on hookworm and malaria control. 

Dr. W. B. Keating, formerly of Key West, 
moved to Miami. 

Dr. Wm. H. Moss, formerly of Lexington, Virginia, 
has located in Miami. 

Dr. Homer L. Pearson, Miami, announces the re- 
moval of his office from the Gowdy Clinic to the 
Huntington Building. 

Dr. W. B. Ryan, Jr., formerly of Columbus, Ohio, 
recently opened offices in Miami. 

Dr. Hubert O. Thompson has removed from Tampa 
to Tulsa, Oklahoma. 

Dr. C. E. Tumlin, Dr. W. H. Ellis and Dr. W. M. 
Goodson, Miami, announce the removal of their offices 
to the Olympia Building. 

Dr. W. B. Keating and Mrs. Sue Bradley Douglas, 
both of Miami, were married recently. 


(Continued on page 34) 
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Dr. Thomas Henry Wallis, Ocala, and Miss Clara 
Johnson, St. Petersburg, were married December 24. 
Deaths 
Dr. Edward E. Philbrick, Tallahassee, aged 72, died 

November 15. 
Dr. William Powell Walker, Fort Myers, aged 69, 
died November 4 of cardiovascular renal disease. 





GEORGIA 

The Barrow County Medical Society has elected the 
following officers for 1930: Dr. C. B. Almand, Winder, 
President; Dr. R. C. Cross, Winder, Vice-President; 
Dr. W. L. Mathews, Winder, Secretary-Treasurer. 

The Ben Hill County Medical Society has elected 
the following officers for this year: Dr. G. W. Willis, 
Ocilla, President; Dr. Aubrey Harper, Wray, Vice- 
President; Dr. L. S. Osborne, Fitzgerald, Secretary- 
Treasurer. 

The Bartow County Medical Society has elected the 
following officers for the year: Dr. A. L. Horton, Tay- 
lorsville, President; Dr. S. M. Howell, Cartersville, 
Vice-President; Dr, H. C. Pearson, Cartersville, Sec- 
retary-Treasurer. 

The Dougherty County Medical Society has elected 
the following officers for 1930: Dr. N. Thomas, 
President; Dr. N. E. Benson, Vice-President; and Dr. 
I. M. Lucas, Secretary-Treasurer; all of Albany. 

The Hall County Medical Society has elected the 
following officers for this year: Dr. H, K. Phillips, 
Helen, President; Dr. W. W. Liles, Gainesville, Vice- 
President; and Dr. Pratt Cheek, Gainesville, Secretary- 
Treasurer. 

The Southern Surgical Association, at its forty-sec- 
ond annual meeting in Atlanta in December, elected 
the following officers for this year: Dr. James M. 
Mason, Birmingham, Alabama, President; Dr. Urban 
Maes, New Orleans, Louisiana, First Vice-President; 
Dr. Alexius W. McGlannan, Baltimore, Maryland, Sec- 
ond Vice-President; Dr. Robert L. Payne, Norfolk, 
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Virginia, Secretary; and Dr. Julius H. Taylor, Co- 
lumbia, South Carolina, Treasurer. Lexington, Ken- 
tucky, will be the meeting place for 1930. 

The Gwinnett County Medical Society elected the 
following officers for this year: Dr. J. C. Orr, Buford, 
President; Dr. A. D. Williams, Lawrenceville, Vice- 
President; Dr, D. C. Kelley, Lawrenceville, Secretary- 
Treasurer (reelected). 

The Fulton County Medical Society has elected the 
following officers for 1930: Dr. James N. Brawner, 
President; Dr. Avary M. Dimmock, Vice-President; 
Dr. Howard Hailey, Secretary-Treasurer; all of At- 
lanta. At this meeting Dr. L. Minor Blackford was 
given the L. C. Fischer award for the best scientific 
paper read before the Society during 1929. 

The Surgical Congress of the Southeastern United 
States and Cuba was recently organized in Atlanta. 
All details of the organjzation have not been worked 
out yet, but the following committees have been ap- 
pointed to complete details and to report at an early 
meeting: On Constitution and By-Laws, Dr. G. W. 
Quillian, Chairman, Dr. G. W. Fuller and Dr. W. P. 
Nicolson. On Qualification for Membership, Dr. T. 
Cc. Davison, Chairman, Dr. J. L. Campbell and Dr. O. 
S. Cofer. On Charter, Dr. Dan Y. Sage, Chairman, 
Dr. Ed Green and Dr. B. T. Beasley. On States and 
Cuban Organization, Dr. C. W. Roberts, Chairman, 
Dr. F. K. Boland and Dr. W. A. Selman. The pur- 
pose of the organization is purely scientific and edu- 
cational. 

Dr. M. M. Burns, Atlanta, has been elected Chair- 
man of the Board of Education of that City. 

Dr. James F. Pitman, Atlanta, is now associated 
with Dr. James J. Clark in the practice of roentgen- 
ology. 


Dr. J. R. Dykes has removed from Cairo to Swains- 
boro. 

Dr. F. G. Colvin has removed from Ray City to 
Ocilla. 


Dr. Robert C. Crichton, Atlanta, announces the 
opening of his office at 105 Forrest Avenue, N. E. 


(Continued on page 36) 
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Dr. Hugh N. Page, Augusta, has moved his offices 
to the Southern Finance Building. 

Dr. Stewart R. Roberts, Atlanta, and Miss Ruby 
Holbrook, New York City, were married on Decem- 
ber 16. 

Deaths 

Dr. Chalmers Hinton, Lawrenceville, aged 40, died 
December 19 of injuries received in an automobile ac- 
cident. 

Dr. Joseph Oscar Kinard, Atlanta, died December 30. 

Dr. LaDessie H. Lanier, Oliver, aged 66, died No- 
vember 29. 

‘ Dr. Thomas D. Love, Atlanta, aged 68, died Decem- 

er o. 

Dr. J. Thomas Mills, Toomsboro, aged 57, died De- 
cember 10 of heart disease. 





KENTUCKY 

The Floyd County Medical Society was recently or- 
ganized and at its first meeting elected the following 
officers: Dr. M. V. Wicker, Wayland, President; Dr. 
O. T. Stephens, Prestonsburg, First Vice-President; 
Dr. M. M. Collins, Lackey, Second Vice-President; 
and Dr. E. E. Martin, Allen, Secretary-Treasurer. 

The Scott County Medical Society has elected the 
following officers for 1930: Dr. E. A. Anderson, Presi- 
dent; Dr. W. S. Allphin, Vice-President; Dr. A. Stew- 
art, Secretary-Treasurer; Dr. H. V. Johnson, Dele- 
gate; and Dr. L. F. Heath, Alternate; all of George- 
town. 

Dr. J. Andrew Bowen, Louisville, has opened of- 
fices in the Heyburn Building, practice limited to urol- 
ogy. 

Dr. Joseph S. Parker, Louisville, announces the 
opening of offices in the Francis Building for the gen- 
eral practice of medicine. 

Dr. Thomas F. Long has recently resigned as Di- 
rector of Magoffin County Health Department. 

Dr. Claude E. Kidd, Paducah, has resigned from 
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the staff of the Illinois Central Hospital after eight 
years of service. 

Dr. Charles R. Morton, Hanson, has been appointed 
Health Officer for Hopkins County. 

Dr. Charles R. Wright, Somerset, has been ap- 
pointed Ship Surgeon of the Venezuela, of the Pan- 
ama Mail Steamship Company’s line. 

All physicians in Kentucky who seek permits for 
prescribing whisky must have their application ap- 
proved by the Secretary of the State Board of Health, 
Dr. Arthur T. McCormack, according to an order is- 
sued by W. H. Taylor, Assistant Federal Prohibition 
Administrator at Louisville. 

Dr. Robert Black and Mrs. Mary 
Blackford, were married December 24. 

Deaths 

Dr. Harlan Grover Claypool, Wheelwright, aged 43, 
died December 11 

Dr. William Alexander Francis, Bowling Green, aged 
78, died November 20. 

Dr. Robert Emmett Griffin, Owensboro, 
died December 17 of myocarditis. 

Dr. John H. Holmes, Winchester, aged 65, died De- 
cember 2 of heart disease. 

Dr. Paris P. Meade, Flatgap, 
vember 22 of chronic nephritis. 


Curry, both of 


2 


aged 58, 


aged 56, died No- 





LOUISIANA 

The Shreveport Medical Society has elected the fol- 
lowing officers for the ensuing year: Dr. R. G. Doug- 
las, President; Dr. Sam Kerlin, First Vice-President; 
Dr. G. A. Caldwell, Second Vice-President; Dr. W. B. 
Heidorn, Secretary; and Dr. J. R. Stamper, Treasurer; 
all of Shreveport. 

The East Baton Rouge Parish Medical Society has 
elected the following officers for the year: Dr. H. W. 
A. Lee, President; Dr. A. L. East, Vice-President; Dr. 
Edw. K. Hirsch, Secretary-Treasurer; Delegates, Dr. 
R. G. McMahon, Dr. Cecil Lorio and Dr. Lester J. 


(Continued on page 38) 
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DIET QUESTIONS have GELATINE ANSWERS 





KNOX 


ts the veal 
GELATINE 





CAN GELATINE PUT MORE 
DIGESTIBILITY INTO MILK-AND 
MORE NOURISHMENT INTO 
UNDERFED, UNDERWEIGHT BABIES? 





You undoubtedly know that many eminent physicians 
have written much on the value of gelatine as an aid 
to the digestibility of cow’s milk for babies. 

The protective colloid in Knox Gelatine modifies 
the curdling of the milk by the natural acids and 
the enzyme rennin of the infant stomach—thereby 
tending to reduce colic, regurgitation, the passing of 
undigested curds, etc. 

It has been proved by actual test cases time and again 
that the addition of 1% of Knox Sparkling Gelatine 
to the baby’s milk reduces stomach disturbances and 
helps to increase weight. 

Knox Gelatine is an excellent protein—uncolored, 
unsweetened, unflavored, unbleached. It hx* been pre- 
scribed by the medical profession for move than 40 
years in cases of infant malnutrition. Be sure you 
specify Knox Gelatine—the real gelatine—when you 
prescribe gelatine. 

The following is the formula prescribed by authori- 
ties on infant feeding: Soak, for about 10 minutes, one 
level tablespoonful of Knox Sparkling Gelatine in one- 
half cup of milk taken from the baby’s formula; cover 
while soaking; then place the cup in boiling water, 
stirring until gelatine is fully dissolved; add this dis- 
solved gelatine to the quart of cold milk or regular 
formula. 

We believe the booklets listed below may prove 
helpful in your practice. Please fill out the coupon 


for complete data. 
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KNOX GELATINE LABORATORIES 
408 Knox Avenue, Johnstown, N. Y. 

Please send me, without obligation or expense, the booklets which I have 
marked. Also register my name for future reports on clinical gelatine tests 
as they are issued. 
© Varying che Monotony of Liquid and Soft Diets. O Recipes for Anemia. 
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O Diet in the Treatment of Dia q O Reducing Diet. 
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Williams; Alternates, Dr. Jeff McHugh, Dr. L. F. 
Lorio and Dr. Sidney D. Porter; all of Baton Rouge. 

The Franklin Parish Medical Society has elected the 
following cfficers: Dr, C. D. Powell, Crowville, Presi- 
dent; Dr. i.. F. Robinson, Winnsboro, Vice-President; 
Dr. A. J. Reynolds, Winnsboro, Secretary-Treasurer; 
Dr. J. D. Rogers, Winnsboro, Delegate; and Dr. R. 
E. King, Winnsboro, Alternate. 

The Iberia Parish Medical Society has elected the 
following officers for this year: Dr. Guy A. Shaw, Lo- 
reauville, President; Dr. P. A. Boykin, Jeanerette, 
Secretary-Treasurer. 

The LaSalle Parish Medical Society has elected the 
following officers for the year: Dr. C. W. Patterson, 
Tullos, President (reelected); Dr. Thos. M, Butler, 
Trout, Vice-President; Dr. W. V. Taylor, Olla, Secre- 
tary-Treasurer (reelected). 

The Jackson-Lincoln Bi-Parish Medical Society has 
elected the following officers for 1930: Dr. C. S. Mc- 
Donald, Jonesboro, President; Dr. Marvin TT. Green, 
Ruston, Secretary-Treasurer (reelected); Dr. W. M. 
McBride, Hodge, Vice-President from Jackson Parish; 
and Dr. D. S. Calhoun, Ruston, Vice-President from 
Lincoln Parish. 

The Morehouse Parish Medical Society has elected 
the following officers for 1930: Dr. R. B. Leavell, Bas- 
trop, President; Dr. M. W. Owens, Bonita, Vice-Pres- 
ident; Dr. O. M. Patterson, Bastrop, Secretary-Treas- 
urer; and Dr. L. E. Larche, Bastrop, Delegate. 

The Ouachita Parish Medical Society has elected 
the following officers for the year: Dr. E. R. Yancey, 
Monroe, President; Dr. Wm. L. Bendel, Monroe, Vice- 
President; Dr. Irma S. Jones, Monroe, Secretary- 
Treasurer; Delegates, Dr. C. P. Grey and Dr. R. W. 
O'Donnell, of Monroe; and Alternates, Dr. J. H. 
Pankey and Dr. B. M. McKoin, of Monroe. 

The Pointe Coupee Parish Medical Society has 
elected the following officers for 1930: Dr. J. O. St. 
Dizier, Walls, President; Dr. J. F. Cazayoux, New 
Roads, Vice-President; Dr. F. F. Rougon, New Roads, 
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Secretary-Treasurer; Dr. R. McG. Carruth, New Roads, 
Delegate; and Dr. St. Dizier, Alternate. 

The Vernon Parish Medical Society has elected 
the following officers for the year: Dr. J. S. Branch, 
Leesville, President; Dr. A. S. Reisor, Leesville, Vice- 
President; Dr. D. O. Willis, Leesville, Secretary- 
Treasurer; Dr. F. P. Jones, Leesville, Delegate; and 
Dr. D. O. Willis, Alternate. 

Sidney W. Bliss, Ph.D., has been appointed Head 
of the Biochemistry Department, Tulane University 
School of Medicine, New Orleans. 

Dr. Henry E. Walther, New Orleans, has been elected 
President of the Art Association of that City for the 
third consecutive time. 

Dr. Rudolph Matas, New Orleans, has just returned 
from a tour of Europe which he made following the 
International Congress of Surgery at Warsaw last 
July. 

Dr. Stanford Chaille Jemison, New Orleans, has 
been reelected President of the Orleans Parish Tu- 
berculosis and Public Health Association. 

Deaths 

Dr. Samuel D. Kearney, Pelican, aged 60, died De- 
cember 28 of heart disease. 

Dr. Herman P. Merrell, Jackson, aged 59, died sud- 
denly December 25 of heart disease. 

Dr. Charles Virginius Unsworth, New Orleans, aged 
58, died December 9 of pneumonia. 

Dr. Paul William Wipperman, New Orleans, aged 40, 
died January 2 of streptococcus infection. 





MARYLAND 
The Talbot County Medical Society has elected the 
following officers for this year: Dr. W. T. Hammond, 
Easton, President; Dr. W. S. Seymour, Trappe, First 
Vice-President; Dr. W. D. Noble, Baltimore, Second 
Vice-President; Dr. Joseph A. Ross, Trappe, Secre- 
tary-Treasurer. 


(Continued on page 40) 
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Go Down 


to the Sea 
In Ships 


In New England the cod is 
more than a fish. It is a tradi- 
tion. And in New England we 
claim credit for much of the re- 
search that resulted in the mod- 
ern, palatable, vitamin-potent cod 
liver oil which has been of such 
value to the medical profession, 
not only in combating rickets but 
in building up energy and step- 
ping up resistance to disease. 





There is no substitute for cod liver oil, and it has 
been definitely established that its value does not 
depend upon the presence of one vitamin, but on 
the combination of Vitamins A and D. 


Patch workers on the sea-going steam trawlers, in 
the shore plants, and in the laboratory are combined 
into a trained, experienced force that produces for 
you Patch’s Flavored Cod Liver Oil, standardized as 
to Vitamin A and D potency, presenting this vitamin 
potency in safe and familiar dosage. 


And, in addition, it is an unusually palatable prod- 
duct, which palatability we would like to demonstrate 


to you by sending you a sample. 
The E. L. Patch Co., 
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The Washington County Medical Society has elected 
the following officers for 1930: Dr. George A. Kohler, 
Smithsburg, President; Dr. Ira G. Zimmerman, Wil- 
liamsport, Vice-President; Dr. W. A. Gordon, Ha- 
gerstown, Secretary-Treasurer. 

Dr. Joseph Caplan, who has recently returned from 
abroad, where he has been studying, has located in 
Baltimore with offices at 2328 Eutaw Place, practice 
limited to diseases of the ear, nose and throat. 

The University of Maryland Medical Department, 
Baltimore, recently received $150,000 from the Estate 
of Mrs. Lillie H. Coit, San Francisco, who willed it to 
the University in honor of her father, Dr. Charles M. 
Hitchcock, a graduate of the medical department. 

Dr. Angus Lloyd MacLean and Miss Eleanor I. 
Hodges, both of Baltimore, were married December 28. 


Deaths 
Dr. C. Marion Dodson, Baltimore, aged 87, died No- 
vember 22 of heart disease. 
Dr. Julian B. Hubbell, Glen 
November 19. 


Echo, aged 83, died 





MISSISSIPPI 


Dr. W. W. Crawford, Hattiesburg, announces the 
opening of the Crawford Clinic at the South Mississippi 
Infirmary, with the following physicians members of 
the Staff: Dr. Franklin T. Bower, General Medicine 
and Roentgenology; Dr. Charles C. Buchanan, Eye, 
Ear, Nose and Throat; Dr. Walter W. Crawford, Sur- 
gery, Gynecology and Radium; Dr. John P. Culpep- 
per, Jr., General Medicine; Dr. Joseph E. Green, Pe- 
diatrics and Obstetrics; Dr. Altus B. Harvey, Surgery 
and Urology, and Dr. John Paul Jones, Dental Sur- 
gery. The Clinic occupies a new building of sixty 
rooms and is thoroughly and modernly equipped. 

The Central Medical Society recently elected the 
following officers for the year: Dr. R. W. Hall, Jack- 
son, President; Vice-Presidents: Dr. S. H. McLean, 
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Jackson; Dr. E. L. Walker, Magee; Dr. W. H. Wat- 
son, Brandon; Dr. J. B. Howell, Canton; Dr. Gilruth 
Darrington, Yazoo’ City; Dr. W. L. Hughes, Jackson, 
Secretary. 

The DeSoto County Medical Society has elected the 
following officers for 1930: Dr. Charles W. Emer- 
son, Hernando, President; Dr. A. V. Richmond, Lake 
Cormorant, Vice-President; and Dr. L. L. Minor, Mem- 
phis, Tennessee, Secretary-Treasurer. 

The Thirteen Counties Medical Association has 
elected the following officers for 1930: Dr. K. F. 
McRae, Belmont, President; Vice-Presidents: from 
Alcorn County, Dr. J. R. Lanning; from Calhoun 


County, Dr. W. J. Aycock; from Chickasaw County, 
Dr. W. C. Walker; from Clay County, Dr. L. W. 
Dotson; from Itawamba County, Dr. S. L. Nabors; 


from Lee County, Dr. W. H. Eason; from Lowndes 
County, Dr. W. C. Brewer; from Monroe County, Dr. 
Cc. B. McCowan; from Noxubee County, Dr. S. F. 
Hill; from Oktibehha County, Dr. J. E. Eckford; from 
Pontotoc County, Dr. E. G. Abernathy; from Prentiss 
County, Dr. R. B. Cunningham; from Tishimingo 
County, Dr. N. C. Waldrop; Dr. James M. Acker, Jr., 
Aberdeen, Secretary. 

Dr. G. L. Arrington has returned to Meridian and 
opened offices in the Citizens Bank Building, limiting 
his practice to pediatrics. 

Dr. J. M. Wright, Hernando, has been forced to 
give up his practice for a while on account of his 
health. 

Dr. John W. Shackelford, Jr., Greenville, has been 
appointed Health Officer of the county health unit at 
that City. 


sl Deaths 
Dr. Robert Thos. Davis, Pace, aged 52, died De- 
cember 20 of myocarditis. 
Dr. Forney Knox Hollis, Gattman, aged 53, died 
November 17. 
Dr. J. Walter Jordan, Lexington, aged 72, died 


January 13 of bronchopneumonia. 
(Continued on page 42) 
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AUTOMATIC .... 


in the FULL sense of the word 

















Fully ADJUSTABLE 
Boiling Speed Control 


Pelton Sterilizers not only turn themselves off when forgot- 
ten—they remain safely and completely disconnected until 
needed again .. . But in addition to this safety feature, 
they also provide fully adjustable control of boiling speed. 
The handy, visible switch in front enables you to change 
instantly to one boiling speed from another — something 
no other method of sterilizer control can do . . . This fea- 
ture is particularly important when water has been cooled 
below boiling by any cause. High Speed, with almost im- 
mediate resumption of boiling, is always instantly available 
... If you are considering the purchase of new sterilizing 
equipment, let us send you details of the safest, fastest 
Sterilizer built today — the Pelton Adjustable-Automatic. 


THE PELTON & CRANE COMPANY 
Detroit, Michigan 


DELION 


f 
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Dr. Thomas Lee Randolph, aged 62, died 


November 1 of arteriosclerosis. 


Ripley, 


MISSOURI 

The Adair County Medical Society has elected the 
following officers for 1930: Dr. J. W. Martin, Kirks- 
ville, President; Dr. Spencer L.. Freeman, Kirksville, 
Vice-President; Dr. J. S. Gashwiler, Novinger, Secre- 
tary-Treasurer; and Dr. E. S. Smith, Kirksville, Dele- 
gate. 

The Audrain County Medical Society has elected the 
following officers for the year: Dr. Fred Griffin, Mex- 
ico, President; Dr. J. G. Moore, Mexico, Vice-Presi- 
dent; Dr. H. C. Brashear, Mexico, Secretary-Treas- 
urer; Dr. R. W. Berrey, Mexico, Delegate; and Dr. 
William Ford, Mexico, Alternate. 

The Buchanan County Medical Society has elected 
the following officers for 1930: Dr. E. M. Shore, Pres- 
ident; Dr. L. H. Fuson, Vice-President; Dr. Winton 
T. Stacy, Secretary; Dr. J. M. Bell, Treasurer; Dr. 
Daniel Morton, Censor; Dr. W. L. Kenney, Delegate; 
and Dr. C. A. King-McGill, Alternate; all of St. Jo- 
seph. 

The Montgomery County Medical Society has elected 
the following officers for this year: Dr. David Now- 
lin, Montgomery City, President; Dr. E. W. Tinsley, 
Montgomery City, Vice-President; Dr. Buell F. Mene- 
fee, Montgomery City, Secretary-Treasurer; Dr. O. R. 
Rauschelbach, Rhineland, Delegate; and Dr. Douglas 
Wyatt, New Florence, Alternate. 

The Pemiscot County Medical 


Society has elected 


the following officers for 1930: Dr. J. B. Luten, Ca- 
ruthersville, President; Dr. J. W. Johnson, Hayti, 
Vice-President; Dr. W. R. Limbaugh, Hayti, Secre- 


tary-Treasurer; and Dr. Luten, Delegate. 

St. Charles County Medical Society has elected the 
following officers for this year: Dr. V. A. Schneider, 
President; Dr. B. L. Neubeiser, Vice-President; Dr. 
L. E. Belding, Secretary-Treasurer; Dr. A. P. Erich 
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Schulz, Delegate; and Dr. B. G. Gossow, Alternate; 
all of St. Charles. 
The Ste. Genevieve County Medical Society has 


elected the following officers for 1930: Dr. G. M. Rut- 
ledge, Ste. Genevieve, President; Dr. J. A. Wilkins, 
St. Marys, Vice-President; Dr. R. W. Lanning, Ste. 
Genevieve, Secretary-Treasurer; Dr. C. J. Clapsaddle, 
Ste. Genevieve, Delegate; and Dr. A. E. Sexauer, 
Ste. Genevieve, Alternate. 


The Wright-Douglas County Medical Society has 


elected the following officers for 1930: Dr. J. D. Fer- 
guson, Ava, President; Dr. M. C. Gentry, Ava, Vice- 
President; Dr. A. C. Ames, Mountain Grove, Secre- 
tary-Treasurer., 

The cornerstone of the new million dollar County 
Hospital of St. Louis County, located at Clayton, was 
laid on December 22. The building is now  one- 
fourth complete and is expected to be ready for oc- 
cupancy September 1. It will have 100 beds when 


completed. 

The St. Louis Medical Society has 
Elmer H. Bartelsmeyer, St. Louis, as 
retary effective February 1. 

The Barnes Hospital, St. Louis, and the East Lon- 
don Hospital for Children, London, England, have ar- 
ranged for the exchange of house physicians for 1930. 
Dr. Findlay Ford, Glasgow, Scotland, has arrived in 
St. Louis and assumed the position of Assistant Phy- 
sician at Barnes Hospital, while Dr. Austin J. Cor- 
donnier, of Barnes Hospital, has gone to London to 
take up work in the East London Hospital for Chil- 
dren. 

Washington Universjty, St. Louis, has been given a 
fund from the Commonwealth Fund, New York, for 
the establishment of research work into the cause and 
cure of trachoma. The gift was $50,000 annually for 
five years and longer if necessary. Dr. Harvey J. 
Howard, Professor of Ophthalmology, Washington Uni- 
versity, will be director of the research work. 

Dr. E. E. Glenn, formerly assistant physician at 


employed Mr. 
Executive Sec- 
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Vitamin C 


Never Out ot Season 


To provide a vegetable diet of finest quality and uniform- 
ly high nutritive value, Stokely Brothers & Co., Inc., have 
enlisted the help of the most advanced scientific principles 
in their canning operation. 

Stokely’s Vegetables are picked and packed the same day 
to assure maximum retention of vitamins and mineral salts 
between fields and canneries. 

Stokely’s Vegetables are canned by a pressure cooking 
method that reduces the effects of oxidation, which are so 
destructive to Vitamin C in home cooking with open vessels. 

Hence, regardless of the scarcity of fresh vegetables, Vita- 
min C in vegetables is never out of season. Stokely’s Vege- 
tables provide it the year ’round—in greater quantity than 
in the freshest vegetables cooked at home the ordinary way. 

The truth of these statements is subject to easy verifica- 
tion. Let us ship you, free, an assortment of Stokely’s 
Vegetables for laboratory or clinical test. Please use your 


professional letterhead. 


STOKELY BROTHERS & CO., INC. 


Heyburn Building, Louisville, Kentucky 








Siokelys 








YEGETABLES 








Green Beans Corn Sauerkraut Turnip Greens 
Lima Beans Peas and Juice Honey Pod Peas 
Pumpkin Beets Red Kidney _Peasand Carrots 
Tomatoes Carrots Beans (Mixed) 
Tomato Puree Hominy Cranberry Mixed 


Chile Sauce Catsup Sauce Vegetables 
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the State Sanatorium, Mt. Vernon, has been appointed 
Superintendent of that institution. 

Dr. D. H. Young, physician at State Hospital No. 
1, Fulton, has been appointed Superintendent of that 
institution. 

Dr. Junius W. Bingham, Westplains, has been ap- 
pointed Health Officer for Howell County. 

Dr. Edmund V. Cowdry, Professor of Cytology, 
Washington University School of Medicine, St. Louis, 
has been granted a leave of absence from the Uni- 
versity to go to East Africa to make a study of para- 
sites for the British Government. 


Deaths 

Dr. Jesse Jerome Burdick, St. Louis, aged 44, died 
November 24 of chronic endocarditis. 

Dr. John L. Cook, St. Louis, aged 61, died Novem- 
ber 30 of heart disease. 

Dr. Thomas Walter Foster, Butler, aged 62, died 
December 9 of myocarditis and endocarditis. 

Dr. Elbert V. Kring, St. Louis, aged 44, died Decem- 
ber 1. 

Dr. Arthur Charles Leonard, Kansas City, aged 55, 
died December 22 of heart disease. 

Dr. Robert Edward Lowe, Kansas City, aged 62, 
died December 28. 

Dr. William H. Null, St. Louis, aged 81, died No- 
vember 29 of chronic myocarditis. 

Dr. L. Abraham Schaffer, Edgerton, aged 81, died 
January 5 of cerebral hemorrhage. 


(Continued on page 46) 
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WELL QUALIFIED x-ray and laboratory technician, 
experienced in both hospital and clinic work, desires 
change in location. Best of references. R. T., care 
Southern Medical Journal. 




















“A word fitly spoken—how good!” 
This word came yesterday from a distinguished M.D. 
—‘ The Storm has been tried and proven.”’ 


“STORM” The New 
e ‘Typ e N’ ’ 

Storm 
Supporter 


meets demands of 
present styles in 
dress. 


Long special laced 
back extension of 
soft material low on 
hips. 

Hose supporters at- 
tached. 


Takes Place of Corsets 


Adaptable to Pregnancy, Ptosis, Hernia, Obesity, Sacro- 
Iliac Relaxation, High and Low Operations, etc. 
Ask for Literature 
Each belt made to order in 24 hours 
KATHERINE L. STORM, M.D. 
Originator, Owner and Maker 
1701 Diainond Street Philadelphia 








FOR SALE—One American sterilizer complete, for 
gas; two ten-gallon water sterilizers; one 16x30 dress- 
ing sterilizer; one 6x8x16 instrument sterilizer, mount- 
ed. In use six years, very cheap to interested parties. 
—. Dr. Paul E. Coil, 711 East Jackson Street, Mex- 
co, Mo. 





TECHNICIANS are in demand. We are successfully 
training laboratory and x-ray workers. Send us your 
assistant and we will return you a competent techni- 
cian. If you are in immediate need of a well-trained 
helper, write or phone. Full information upon re- 
quest. Alabama Pathological Laboratory, Birmingham 
General Hospital, Birmingham, Ala. 





DRUG AND ALCOHOLIC PATIENTS are humanely 
and successfully treated in Glenwood Park Sanitarium, 
Greensboro, N. C.; reprints of articles mailed upon re- 
quest. Address W. C. Ashworth, M.D., Owner, 
Greensboro, N. C. 





DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


DURHAM, N. C. 


On October 1, 1930, carefully selected first 
and third year students will be admitted. 
Applications may be sent at any time and 
will be considered in the order of receipt. 
Catalogues and application forms may be 
obtained from the Dean. 





















SOUTHERN MEDICAL JOURNAL 





Vol. XXIII No. 3 


Now Available — 


Concentrated 
Anti=-pneumococcic 
Serum Squibb 


Type | and Type Il 











Prepared according to the method described by Dr. Lloyd 
D. Felton of the Harvard School of Medicine. 

This new concentrated ANTI-PNEUMOCOCCIC SERUM 
SQUIBB offers the following advantages: 







1. Its small volume permits the administra- 
tion of more than 10 times the quantity of 
protective antibodies supplied in an equal 
volume of unconcentrated serum. 







2. Inert and objectionable proteins and 
lipoids have been removed. 


3. There has been a marked reduction of 
chill-and serum-reaction producing substances. 







4. Its use extends the benefits of biological 
treatment, since more than 60 per cent. of 
pneumonia cases are caused by Types I and I; 
whereas formerly an effective serum could be 
used only in cases of Type I. 









Concentrated ANTI-PNEUMOCOCCIC SERUM, Types I 
and II, SQUIBB is supplied in syringes, each containing 
one dose. 10,000 units each of Type I and Type II 
pneumococcic antibodies, as measured by the Felton meth- 
od, are contained in each syringe. 







Write for full information, or consult the Squibb 
Professional Service Representative on his next visit. 


E-R: SQUIBB & SONS, NEw YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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Dr. Andrew Robert Snyder, Joplin, aged 70, died No- 
vember 24 of angina pectoris. 


(Continued from page 





NORTH CAROLINA 


The Buncombe County Medical Society has elected 


the following officers for the year: Dr. John D. Mac- 
Rae, Asheville, President; Dr. G. W. Murphy, Ashe- 
ville, Vice-President; and Dr. M. S. Broun, Asheville, 
reelected Secretary-Treasurer. 

The Davidson County Medical Society has elected 
the following officers for 1930: Dr. R. U. Zimmer- 
mann, Arcadia, President; Dr. R. G. Jennings, Thom- 


asville, Vice-President; and Dr. G. C. Gambrill, Lex- 


ington, Secretary-Treasurer. 


The Durham-Orange Medical Society has elected 
the following officers for this year: Dr. Hunter 
Sweaney, Durham, President; Dr. Robert A. Ross, 
Durham, Vice-President; and Dr. D. R. Perry, Dur- 
ham, Secretary-Treasurer. 

The Guilford County Medical Society has elected 


the following officers for the ensuing year: Dr. Frank 
Sharpe, Greensboro, President; Dr. C. C. Hudson, 
Greensboro, Vice-President; Dr. A. D. Ownbey, 
Greensboro, Secretary; and Dr. Casper W. Jennings, 
Greensboro, Treasurer. 

The Johnston County Medical 
the following officers for 1930: Dr. S. A. Duncan, Ben- 
son, President; Dr. W. J. Massey, Jr., First Vice- 
President; and Dr. F. M. Aycock, Princeton, Second 
Vice-President. 

The Rutherford County Medical Society has elected 
the following officers for 1930: Dr. C. F. Glenn, 
Rutherfordton, President; Dr. W. C. Bostic, Jr., For- 
est City, Vice-President; Dr. W. C. Bostic, Sr., Forest 

T 


Society has elected 


City, Secretary-Treasurer; Dr. T. C. Lovelace, Hen- 
rietta, Delegate; and Dr. P. H. Wiseman, Avondale, 
Alternate. 
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The Robeson County Medical Society has elected the 
following officers for the year: Dr. H. M. Baker, 
Lumberton, President; Dr. T. F. Costner, Lumberton, 
Vice-President; and Dr. E. R. Hardin, Lumberton, 
Secretary-Treasurer. 

The Eighth District Medical Society has elected the 


following officers for the year: Dr. Kenan Casteen, 
Leaksville, President; Dr. W. L. Jackson, High Point, 
Vice-President; and Dr. Harry L. Brockman, High 


Point, Secretary-Treasurer. 

The Mercy Hospital, Charlotte, has elected the fol- 
lowing officers for the Staff for this year: Dr. T. C. 
3ost, President; Dr. W. S. Martin, Vice-President; 
Dr. R. B. McKnight, Secretary; and Dr. Myers Hunter, 
member of the Executive Board. Dr. Hunter, the 


retiring President of the Staff, was honored by the 
Staff at their annual banquet. 
Dr. C. L. Jenkins, Raleigh, has been appointed 


Prison Physician at Caledonia Prison Farm, succeed- 
ing Dr. B. R. Dodd, resigned. 

The High Point Hospital and Burrus Clinic, High 
Point, has just completed its new nurses’ home, which 
cost approximately $25,000 and will accommodate 
thirty-five pupil nurses and four graduate nurses. 

Dr. R. E. Fox, Asheville, has been appointed Health 
Officer for Buncombe County. 

Dr. T. M. Watson, Wilmington, announces the open- 
ing of his offices at 405 Dock Street, practice limited 
to pediatrics. 

Dr. Eugene Marvin McDaniel, Fayetteville, and Miss 
Edna May Owen, Richmond, Virginia, were married 
December 26. 

Deaths 

Dr. James Garret Anderson, Asheville, aged 50, died 
January 10. 

Dr. James Edwin 
January 5. 


Cathell, Moncure, aged 53, died 


(Continued on page 48) 
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Compound Syrup of 


HIEVEMENTS 


Tablets Calcreose. 








~= which meet 
your therapeutic 


requirements! 


LINICAL experience during influenza 

epidemics demonstrated that Calcreose 
was of value in the treatment of pulmon- 
ary and intestinal complications. 


The Tablets Calcreose 4 grs. contain 2 grs. 
of pure creosote combined with hydrated 
calcium oxide. 


Each fluid ounce of Compound Syrup of 
Calcreose represents Calcreose Solution 160 
minims (equivalent to 10 minims of pure 
* creosote); Alcohol, 24 minims; Chloroform, 








Calcreose =~ ins ; a 

A say, earn eee EB: I as coosoces rotacstion' approximately 3 minims; Wild Cherry 

orey Gut dows nox TE #? ns will colores a Bark, 20 grains; Peppermint, Aromatics 
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The MALTBIE Chemical Company, 
Newark, New Jersey. 
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Patient Types ... 


The Chronic 


They have worn holes in the carpets ‘of many a waiting 
room and frayed the physicians’ patience to shreds. 

Often, underlying the chronic condition is bowel stasis 
and irrational use of harsh cathartics. 

In such cases many chronics have been definitely benefited 
by a period of ‘‘habit time’? education together with other 
rational treatment. 

The use of Petrolagar will materially shorten the period 
of bowel re-education. A few of the advantages of using 
Petrolagar over plain mineral oil are its palatability, its 
more thorough permeation of the feces, less danger of leak- 
age, and it has no deleterious effect on digestion. 











Petrolagar 

















Petrolagar Laboratories, Inc. 
536 Lake Shore Drive, 
Chicago Dept. S.0.3 

Gentlemen: — Send me copy of the 
new brochure “HABIT TIME” (of 
bowel movement) and specimens of 
Petrolagar. 
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(Continued from page 46) 


Dr. Walter W. Dawson, Grifton, aged 55, 
cently. 

Dr. Cicero Jasper Ellen, 
January 11. 

Dr. James Edward Hobgood, aged 47, died December 
20 of cerebral hemorrhage. 

Dr. F. P. Tucker, Milton, aged 75, died December 8. 

Dr. Asa Cornelius Whitaker, Julian, aged 56, died 
in December of injuries received in an automobile 
accident. 


died re- 


Greenville, died suddenly 


OKLAHOMA 


Dr. Ralph E. Myers, Oklahoma City, announces the 
opening of offices in the Osler Building, practice lim- 
ited to x-ray and radium therapy. 

The Okmulgee-Okfuskee County Medical Society has 
elected the following officers for 1930: For Okmulgee 


County: Dr. F. D. Sadler, Henryetta, President; Dr. 
V. M. Wallace, Morris, Vice-President; Dr. M. B. 
Glismann, Okmulgee, Secretary-Treasurer; Dr. J. C. 


Matheney, Okmulgee, Censor. For Okfuskee County: 
Dr. J. A. Kennedy, Okemah, President; Dr. A. J. 
Moyse, Castle, Vice-President; Dr. L. 5: Spickard, 
Okemah, Secretary-Treasurer; and Dr. J. M. Pember- 
ton, Okemah, Delegate. 

The Muskogee County Medical Society has elected 
the following officers for this year: Dr. A. L. Stocks, 
President; Dr. Frederick G. Dorwart, Vice-President; 
Dr. E. H. Coachman, Secretary; and Dr. H. T. Balla- 
tine, Censor; all of Muskogee. 

The Rogers County Medical Society has elected the 
following officers for 1930: Dr. W. S. Mason, Clare- 
more, President; Dr. A. N. Arnold, Claremore, Vice- 
President; Dr. W. A. Howard, Chelsea, Secretary- 
Treasurer. 

The Woods County Medical Society has elected the 
following officers for this year: Dr. L. S. Hunt, Free- 
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dom, President; 
President; 
urer. 

The Garfield County Medical Society has elected the 
following officers for the year: Dr. W. Newell, 
President; Dr. D. D. Robinson, Vice-President; Dr. 
John R. Walker, Secretary-Treasurer; all of Enid. 

The Pushmataha County Medical Society has elected 
the following officers for 1930: Dr. D. W. Connally, 
Clayton, President (reelected); Dr. John S. Lawson, 
Clayton, Secretary; Dr. E. S. Patterson, Antlers, Del- 
egate. 


Dr. John E. Hammer, Kiowa, Vice- 
Dr. O. E. Templin, Alva, Secretary-Treas- 


Deaths 
Dr. J. H. Enid, died November 27 
brief illness. 
Dr. Randolph Lee Montgomery, Marlow, 
died December 28 of cerebral hemorrhage. 


Hayes, after a 


aged 63, 





SOUTH CAROLINA 


The York County Medical Society has elected the 
following officers for 1930: Dr. M. P. Dunning, York, 
President (reelected); Dr. W. Whiteside, York, Vice- 
President; and Dr. W. K. McGill, Clover, Secretary- 
Treasurer. 

Dr. William M. Carpenter, Greenville, is now with 
Bellevue Hospital, New York, in the Department of 
Otolaryngology. 

At the recent annual meeting of the South Carolina 
Pediatric Society the following officers were elected: 
Dr. M. W. Beach, Charleston, President; Dr. J. 
Waring, Charleston, Vice-President; and Dr. J. P. 
Price, Florence, Secretary. 


Deaths 


Brown Cox, Chester, aged 62, 
cerebral hemorrhage. 


ae 


Dr. William died in 
December of 


(Continued on page 50) 













Pregnancy: 


Prenatal Care 


essential base. 


‘ease ee 


"a 


As a prophylactic from date of declaration 
to term, the use of Kalak Water affords the 
patient a dependable defense against abnor- 
mal conditions that may be manifested as a 
result of mineral depletion. 


Presenting a fully saturated solution of cal- 
cium as the bicarbonate, Kalak Water helps 
to supply the need of the patient for this 


6 Church St. 


ae ee 


Kalak Water Company 
New York City 


On es 


“SEE MSE EE BE 
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KLIM 











for the Relief Bottle 


she practice of giving one or 

two bottle feedings a day to 
breast fed infants is fast growing 
in favor. The rest afforded the 
mother better enables her to 
nurse the baby during the in- 
terim and so relieves the strain 
that she is encouraged to con- 
tinue breast feeding. This me- 
thod also produces a gradual 
weaning which is helpful upon 
the cessation of breast milk. 


When Klim is used for comple- 
mental feeding, there is no dan- 
ger of engendering digestive dis- 
turbances due to sudden changes 
in curd formation. The friable and 
finely divided curd of this pure, 
specially powdered milk, together 
with the absolute uniformity of 
the product, assures adequate nu- 
trition and the preservation of nor- 
mal metabolic balance. Literature 
and samples including special 
feeding calculator senton request. 

Merrell-Soule Co., Inc., 
350 Madison Avenue, New York 


(Recognizing 
the importance 



















of scientific 
control, all con- 
tact with the 
laity is predi- 
cated on the 
policy that 
KLIM and its 
allied products 
be used in in- 
fant feeding 
only according 
to a physician’s 
formula.) 


Merrell-Soule Powdered Milk 
Products, including Klim, 
Whole Lactic Acid Milk and 
Protein Milk, are packed to 
keepindefinitely. Trade pack- 
ages need no expiration date 
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SJucuspYoooruus que 


~ 


Experience has amply demonstrated 
the value of capable cultures of lactic 
acid bacilli in the various infections of 
the tract and in the long train of con- 
ditions having their origin therein. 


B. B. CULTURE and BACILLUS ACID- 
OPHILUS CULTURE (B. A. CULTURE) 
in the convenient 4-ounce size are well 
known throughout the South. You will find 
our carefully selected depository stores ready 


to fill your prescriptions. 


B. B. Culture Laboratory, Inc. 
Yonkers, N. Y. 














Tesla & 
jALTED Mii, 








In Pre- 


natal Care 











For the good of both mother and child, a safe 
diet is needed which provides the elements for 
body building, especially for sound bone and 
tooth formation, without impoverishment of 
the mother’s own organism. Essential also is 
the energy fuel needed to sustain the mother’s 
strength and vitality. 


For a food rich in vitamins and minerals ...... 

For the vital building elements of whole milk, wheat 
EE eS ee ee 

For a delicious beverage, refreshing to the expectant 
mother a ee 


THE ORIGINAL MALTED MILK 


HORLICK’S 


Samples and literature sent upon request 
Horlick’s Malted Milk Corp. Racine, Wis. 
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Dr. Charles Blum Geiger, Manning, aged 62, died 
November 28. 

Dr. Charles Aiken Rush, Hampton, 
December 23 of acute nephritis. 

Dr. Ralph Willard Sease, Kingstree, 
December 2 of lobar pneumonia. 


aged 57, died 


aged 33, died 





TENNESSEE 


The Memphis and Shelby County Medical Society has 
elected the following officers for 1930: Dr. J. B. Blue, 
Memphis, President; Dr. W. L. Williamson, Memphis, 
Vice-President; Dr. T. N. Coppedge, Memphis, Treas- 
urer (reelected); and the present Secretary was re- 
elected without opposition. 

The Memphis Pediatric Society has elected Dr. Gil- 


bert J. Levy, President; Dr. Kinsey M. Buck, Vice- 
President; and Dr. William R. Graves, Secretary- 
Treasurer. 


The Memphis Obstetrical and Gynecological Society 
has elected the following officers for 1930: Dr. Jesse 
Cullings, President; Dr. W. T. Pride, Vice-President; 
Dr. W. I. Williamson, Treasurer; and Dr. Phil C. 
Schreier, Secretary. 

Dr. Andrew Hollabaugh, Jr., Nashville, 
the opening of his office in the Doctors Building, 


announces 
prac- 


tice limited to eye, ear, nose and throat. 
Dr. Paul H. Cardwell, Knoxville, has resigned as 
House Physician at the Fort Sanders Hospital and 


will enter private practice. 

The Memphis Hospital Association has elected the 
following officers for this year: Dr. George D. Sheats, 
President (reelected); Dr. Louis Levy, Vice-President; 
and Mr. R. G. Ramsay, Secretary-Treasurer (re- 
elected). 

Dr. Joseph Rogers Walker, Rogersville, who was 98 
years old last August, is probably the oldest physi- 
cian in Tennessee. 

Dr. D. D. Howser has removed from LaFayette to 
Fayetteville. 

Dr. E. D. Connell and Miss Ruth LaMalta, both of 
Memphis, were married December 7. 

Dr. Conley Hall Sanford and Miss Mary Elizabeth 
Henderson, both of Memphis, were married Decem- 
ber 16 

Deaths 

Dr. Barclay J. Jones, Knoxville, aged 61, died De- 

cember 24. 





TEXAS 


The Dallas-Southern Clinical Society will hold its 
spring meeting April 14-18 at Dallas, with headquar- 
ters at the Baker Hotel. Clinics, post-graduate teach- 
ing and lectures will be given by physicians of na- 
tional reputation and will cover medicine, surgery and 
the specialties. 

Dr. W. R. Fickessen, for the past several years on 
the medical staff of Dr. Thompson’s Sanatorium, Kerr- 
ville, is now associated with the Kerrville Sanatorium 
as Medical Director and Superintendent. 


Dr. Rufus C. Whiddon, Gainesville, was elected 
President of the North Texas Medical Association at 
its ninety-ninth semi-annual meeting in Dallas in 


December. 

The Spohn Sanatorium, Corpus Christi, has elected 
the following as officers of its Staff: Dr. Harry G. 
Heaney, President; Dr. Charles P. Yeager, Vice-Presi- 
dent; and Dr. Maury J. Perkins, Secretary. 

The Brown County Medical Society has elected the 
following officers for the year: Dr. D. R. Scott, Pres- 
ident; Dr. H. L. Locker, Vice-President; and Dr. T. 
B. Bailey, Secretary; all of Brownwood. 

The Ellis County Medical Society has elected the 
following officers for 1930: Dr. G. M. Godard, Waxa- 
hachie, President; Dr. A. L. Thomas, Ennis, Vice- 
President; Dr. E. F. Gough, Waxahachie, Secretary- 
Treasurer (reelected); and Dr. S. H. Watson, Waxa- 
hachie, Delegate. 


(Continued on page 52) 
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DISORDERED NUTRITION 


Before It Develops Into 


A Nutritional Disorder 





Resulting In 


MALNUTRITION! 


—_— OOo ee ee Eee rh Tre ————————-.DSOCUCMNA——-> i von Cahn CO Orr Terr aT 





VOID digestive troubles in infancy and childhood and insure a 
better health foundation for the later years. Milk must be free 
from pathogenic bacteria and be digestible to be beneficial. : 


In cases where even the weakest milk mixtures, such as whey and but- 
termilk whey are not tolerated, Dryco is retained and well assimilated! 


Thousands of physicians rely upon Dryco as the best milk for bottle-fed 
babies. Its protein is 97 per cent assimilable. It is stable in its con- 
stituents and reliable in results! 


PRESCRIBE DRYCO ----- THE SAFE MILK 


Easily prepared, modified and digested; contains the vitamins unimpaired; 
requires no refrigeration and IS free from pathogens! No danger of frozen 
milk disturbances! 


Let Us Send Clinical Data and Samples of This Milk. 


Pin this to your Rx blank or letterhead and mail. 


THE DRY MILK COMPANY, INC. 15 PARK ROW, NEW YORK, N. Y. 
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The results of twenty years’ 
clinical experience in the fore- 
most medical centers of this 
country, are your precedent for 
prescribing 


OLEO-GOMENOL 


CYSTITIS 


R 5 to 15cc, by injection direct into 
the bladder. 


C. R. BARD, Inc. 


Exclusive Agents in the United States 








79 Madison Ave. New York, N. Y. 
Distributors for 


Dr. Levin’s Correct 
Pattern 
Duodenal Tubes 


Sizes 12 to 20 French even sizes 


Price $2.00 


I. L. LYONS & CO., 
Limited 


NEW ORLEANS, LOUISIANA 
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The Falls County Medical Society has elected the 
following officers for the year: Dr. E. P. Hutchings, 
President; Dr. T. G. Glass, Vice-President; Dr. J. W. 
Torbett, Delegate; and Dr. H. S. Garrett, Alternate; 
all of Marlin. 

The Grayson County Medical Society has elected the 
following officers for 1930: Dr. J. S. Dimmit, Sher- 
man, President; Dr. A. V. Rutledge, Denison, Vice- 
President; Dr. W. A. Lee, Sherman, Secretary-Treas- 
urer (reelected); Dr. C, E. Henschen, Sherman, Dele- 
gate; and Dr. E. F. Etter, Sherman, Alternate. 

The Childress-Collingsworth-Donley-Hall Medical 
Society has elected the following officers for the year: 
Dr. John W. Harper, Wellington, President; Vice- 
Presidents: Dr. P. R. Jeter, Childress; Dr. E. W. 
Moss, Wellington; Dr. W. W. Beach, Shamrock; Dr. 
B. L. Jenkins, Clarendon; Dr. J. M. Ballew, Memphis; 
Dr. Clifton M. High, Wellington, Secretary; Dr. W 
M. Wardlaw, Childress, Delegate; Dr. J. C. Hennen, 
Memphis, Alternate. 

The Cameron County Medical Society has elected 
the following officers for 1930: Dr. George W. Edger- 
ton, San Benito, President; Dr. A. J. Pollard, Har- 
lingen, Vice-President; Dr. N. D. Monger, San Benito, 
Secretary-Treasurer; Dr. R. E. Utley, Harlingen, Del- 
egate; and Dr. C. M. Cash, San Benito, Alternate. 

The Coleman County Medical Society has elected 
the following officers for this year: Dr. S. N. Aston, 
President; Dr. R. H. Cochran, Vice-President; and 
Dr. W. L. Jennings, Secretary-Treasurer; all of Cole- 
man, 

The Cooke County Medical Society has elected the 
following officers for this year: Dr. C. B. Thayer, 
President; Dr. D. M. Higgins, Vice-President; and 
Dr. S. M. Yarbrough, Secretary-Treasurer; all of 
Gainesville. 

The Harris County Medical Society has elected the 
following officers for the ensuing year: Dr. M. 
Taylor, President; Dr. Ghent Graves, Vice- President: 
Dr. R. M. Purdie, Secretary; and Dr. J. C. Alexander, 
Treasurer; all of Houston. 

The Harrison County Medical Society has elected 
the following officers: Dr. J. B. Baldwin, President; 
Dr. C. R. Hargrave, Vice-President; Dr. H. H. Key, 
Secretary-Treasurer; all of Marshall. 

The Potter County Medical Society -” elected the 
following officers for the year: Dr. A. H. Lindsay, 
President; Dr. W. H. Flann, Vice-President; Dr. J. 
H. Roberson, Secretary; Dr. R. S. Killough, Delegate; 
and Dr. J. J. Crume, Alternate; all of Amarillo. 

The Stephens County Medical Society has elected 
the following officers for this year: Dr. R. W. Gray, 
President; Dr. Grover C. Wood, Vice-President; Dr. 
D. J. R. Youngblood, Secretary-Treasurer; Dr. W. B. 
Guinn, Delegate; all of Breckenridge. 

The Tom Green County Medical Society has elected 
the following officers for 1930: Dr. J. N. Parke, Pres- 
ident; Dr. B. T. Brown, Vice-President; Dr. : 4 
Schulkey, Secretary; and Dr. H. R. Wardlaw, Treas- 
urer; all of San Angelo. 

The Wichita County Medical Society has elected 
the following officers for this year: Dr. Austin F. 
Leach, President; Dr. H. P. Ledford, Vice-President; 
De. &. C. Cammack, Secretary-Treasurer; Dr. ; 
Lowry, Delegate; and Dr. H. D. Prichard, Alternate; 
all of Wichita Falls. 

The Titus County Medical Society has elected the 
following officers for this year: Dr. T. S. Grissom, Mt. 
Pleasant, President; Dr. S. C. Broadstreet, Mt. Pleas- 
ant, Vice-President; Dr. A. A, Smith, Talco, Secre- 
tary-Treasurer; Dr. T. R. Bassett, Mt. Pleasant, Del- 
egate; and Dr. W. A. Taylor, Mt. Pleasant, Alternate. 


Deaths 

Dr. Benjamin Rush Beeler, Mineral Wells, aged 64, 
died November 19 of heart disease. 

Dr. Harry S. Brevoort, Wichita Falls, aged 58, died 
December 20. 

Dr. John Henry Brice, Cisco, aged 52, died December 
7 of a gunshot wound. 

Dr. Carl L. Geyer, Taylor, aged 75, died December 
19 of influenza. 


(Continued on page 54) 
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Anal 


Comparative Analysis of S. 











Chemical and Physical Analysis S. M. A. | Breast Milk 
Fat 3.5-3.6 % 3.59* 
Protein . . 1.3-1.4% 1.23-1.5* 
Carbohydrate 7.3-7.5% 7.57* 
me a is 0.25-0.30% 0.215-0.226* 
pH 6.8-7.0 6.97** 
en ee ee | 0.56-0.61 } 0.56*** 
Electrical Conductivity . | 0.0022-0.0024 | 0.0023*** 
Specific Gravity . ... . 1.032 1.032 
Caloric Value: 
‘per 100 c. c. 68.0 68.0 
“per ounce 20.0 | 20.0, 


- 
ysis 
M. A. and Breast Milk 








* Average per cent according to Holt, ‘American Journal Diseases of Children,’’ Vol. 


10, page 239, 1915. 


*® Davidsohn, H.—Ueber die Reaktion der Fravenmilk, Zeitsch. for Kindern., Vol. 9, 


1913, page 15 


***  Fridenthal, H.—Ueber die Eigenshaften kuenstlicher Milchsera und ueber die Hers- 
tellung eines kuenstlichen Menschenmilchersatzes. Zentralb.f. Physiol., Vol. 24,1910, 687 


What is S. 


S. M. A. is an adaptation to Breast Milk 
which resembles Breast Milk in its essential 
physical, chemical and metabolic properties 
as shown by the comparative table above. 
Only fresh milk from tuberculin tested cows, 
from dairy farms that have fulfilled the 
sanitary requirements of the City of Cleve- 
land Board of Health, is used as a basis for 
the production of S. M. A. In addition 
the milk must meet our own rigid standards 
of quality. The cow's milk fat is then re- 
placed by S. M. A. fat which has the same 





MAY WE SEND YOU SAMPLES ? 
( Ask for descriptive folder No. U-88. ) 


M. A. ? 


saponification number, iodine number, 
Polenske number, Reichert Meiss! number, 
melting point and refractive index as the 
fat in woman's milk. Cod liver oil forms a 
part of the fat of S. M. A. in adequate 
amounts to prevent rickets and spasmophilia. 
The protein and carbohydrate are also ad- 
justed - - as well as the salt balance - - so 
that S. M. A. has the same hydrogen ion 
concentration, a depression of the freezing 
point and reaction point within the limits 
of those found in Breast Milk. 





S. M. A. was developed at the Babies and Childrens Hospital 
of Cleveland, and is produced by its permission exclusively by 


THE LABORATORY PRODUCTS COMPANY 


West of Rockies: 
437-8-9 Phelan Bldg., San Francisco, Cal. 


CLEVELAND, OHIO 


In Canada: 
Cree 64 Gerrard St., East, Toronto 


° ° 
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(Continued from page 52) 


Dr. Frank Lyman Griffith, 
an December of heart disease. 

Dr. Charles Rudolph Johnson, 
died November 22. 

Dr. Walter Russell Potter, Bowie, aged 62, died 
December 1, following an operation for carcinoma of 
the sigmoid. 

Dr. Franklin H. Redmond, San 
died November 10 of heart disease. 

Dr. John Crosby Shaw, Marlin, aged 83, died De- 
eember 16 of chronic nephritis. 

Dr. Daniel E. Smith, Wolfe City, aged 63, died No- 
vember 23 of influenza and pneumonia. 

Dr. Bartholomew R. Valls, Wharton, aged 66, 
in December of cerebral hemorrhage. 


Austin, aged 70, died 


Gainesville, aged 57, 


Antonio, aged 62, 


died 





VIRGINIA 


The Richmond Academy of Medicine has elected the 
following officers for 1930: Dr. William H. Higgins, 
President; Dr. Karl S. Blackwell, First Vice-Presi- 
dent; Dr. Warren T. Vaughan, Second Vice-Presi- 
dent; and Dr. Mark W. Peyser, Secretary-Treasurer 
dreelected for the thirty-seventh successive term). 

Seaboard Medical Association of Virginia and North 
Carolina recently met in Newport News and at that 
lime elected the following officers for 1930: Dr. H. 
D. Walker, Elizabeth City, North Carolina, Presi- 
4ent; Vice-Presidents: Dr. James H. Culpepper, Nor- 
folk, Virginia; Dr. W. Bernard Kinlaw, Rocky Mount, 


North Carolina; Dr. J. E. Marable, Newport News, 
and Dr. DeWitt Klutz, Washington, North Carolina; 


Dr. Clarence Porter Jones, Newport News, Secretary 


(reelected); and Dr. A. M. Burfoot, Fentress, Treas- 
arer. 
The Martha Jefferson Hospital, Charlottesville, 


opened its new three-story building in November. A 
resident of that city gave the money to the Hospital 
which made possible the new building. 
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Dr. R. L. Raiford, Franklin, has recently purchased 
the building in which he has been operating the Rai- 
ford Hospital for several years. The building will be 
enlarged for the Hospital and many other improve- 
ments made. Dr. Philip Jacobson, Petersburg, will as- 
sist Dr. Raiford in the surgical work. 

Dr. L. L. Williams, Jr., Surgeon, U. S. Public 
Health Service, Richmond, who has been in India for 
some months, has sailed for home and will again be 
connected with the Health Department of Virginia. 
Dr. Williams was assisting in a malaria survey in 


India for the League of Nations. 

Dr. Raymond D. Kimbrough, Norfolk, has opened 
offices at 201 West Freemason Street and will limit 
his practice to dermatology and syphilology. 


Dr. Paul C. Colonna, formerly of Richmond, has 
been appointed Clinical Professor of Orthopedic Sur- 
gery in the University and Bellevue Hospital Medical 
School, New York. 

Dr. R. M. DeHart has located at Floyd, 
will do general practice. 

Dr. T. Latane Driscoll, 


where he 


Richmond, announces the 
removal of his offices to the Grace Arcade Building. 

Dr. R. Finley Gayle, Richmond, has opened offices 
in the Medical Arts Building, practice linkited to neu- 
rology and psychiatry. 

Dr. K. D. Graves has removed from Pearisburg to 
Roanoke and will now limit his practice to internal 
medicine and clinical laboratory. 

Dr. Allen Lloyd is now associated with Dr. E. L. 
Kendig, Victoria. He will spend a part of his time 
in Richmond, serving as a member of the State Sen- 
ate. 

Dr. Margaret P. Kuyk, 
uary 8 for a several months’ 
bordering the Mediterranean. 

Dr. Beverley R. Tucker, Richmond, has_ recently 
published ‘“‘The Lost Lenore,’’ a one-act play dealing 
with the life of Edgar Allan Poe. 


Richmond, sailed on Jan- 
tour of the countries 


(Continued on page 56) 








there is no chemical or biological assay. 
Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. 
CORPUS LUTEUM 

CORPUS LUTEUM AMPULES 
PANCREATIN, U.S.P. 

SOLUTION OF POST-PITUITARY 


Manufacturers 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. 
manufacturer is the physician’s only guarantee of reliability of those organotherapeutic products for which 
Every manufacturing process of all our products is supervised by our 


Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 
: 


2-24 Mt. Pleasant Avenue, Newark, New Jersey 


The reputation and integrity of the 


EPINEPHRIN 

EPINEPHRIN AMPULES 

SOLUTION OF EPINEPHRIN (1-1000) 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


Organotherapeutic 


Products 
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MORE than a TRADE-MARK*** 


QUALITY 


So Pk BPs EN Ss 
IN 


Aseptic Furniture 
for the 
PHYSICIAN’S OFFICE 
HOSPITAL 


INDUSTRIAL 
PLANT 


| cA Product of the Ale Policy 


r** VALUE EXCELLING PRICE! 


Clank/...and another piece of ‘‘patent leather” sheet steel, cut 
to size, takes its placé on the “dolly” stack. Through the din of 
mammoth stamping machines, the clatter of trip-hammer, the 
siz-z-z of firefly sparks from the spot welder —each cabinet-side, 
door, chair-leg, table-top is shaped, trued, and joined into articles 
of harmonious symmetry. Thence through paint spray rooms, 
electric baking ovens and these artful pieces of the “White 
Steel’ Line emerge for final inspection. Q} This is modern manu- 
facturing —a combined craftsmanship of man and machine— 


— a ee ror — and nothing left to chance! Mass purchasing, mass production 
craftsman plys his.art—~in the production o} 5 ee * ‘ is i 

"“Super-X°" White Steel Furniture for the phy- with this factory at pote has moulded a standard of value 
sician who wants the best. which the ‘‘Super-X”’ Label guarantees. .......-.-6.-450+2++5 


AS. ALOE COM ed 


(CHICAGO ST. LOUIS LOA NOELES 2 
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Dr. Judson T. Vaughan, formerly connected with 
the Virginia State Board of Health, has located at 
Ashland and will do general practice. 

Dr. William Leroy Dunn, Ashland, and Dr. Thelma 
F. Brumfield, University, were married December 26. 

Dr. Eugene Marvin McDaniel, Martinsville, and Miss 
—, May Owen, Richmond, were married Decem- 
er 26. 

Dr. Frank Ellsborth Tappan and Miss Alice B. Ward, 
Berryville, were married December 6. 


Deaths 


Dr. Harry Sanborn Corey, Richmond, aged 58, died 
December 14 of heart disease. 

Dr. John Thompson Graham, Wytheville, aged 66, 
died December 16. 

Dr. Philip David Pence, St. Charles, aged 55, died 
recently of cerebral hemorrhage. 





WEST VIRGINIA 


The Eastern Panhandle Medical Society has elected 
the following officers for the year: Dr. G. P. Morrison, 
Martinsburg, President; Dr. W. E. Dodd, Vice-Presi- 
dent; and Dr. W. Ross Cameron, Secretary-Treasurer 
(reelected). 

The Kanawha County Medical Society has elected 


the following officers for this year: Dr. E. Bennette 
Henson, Charleston, President; Dr. Ray Kessel, 
Charleston, Vice-President; and Dr. D. N. Barber, 


Owens, Secretary-Treasurer. 

The Lewis County Medical Society has elected the 
following officers for this year: Dr. W. H. Greene, 
Weston, President; Dr. W. T. Smith, Glenville, Vice- 
President; and Dr. O. L. Hudkins, Weston, Secretary- 
Treasurer. 

The Logan County Medical Society has elected the 
following officers for 1930: Dr. T. J. Ferrell, Chap- 
manville, President; Dr. V. E. Holcombe, Logan, Vice- 
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President; and Dr. C. A. Davis, Logan, Secretary- 
Treasurer. 

The Marion County Medical Society has elected the 
following officers for this year: Dr. J. E. Offner, 
President;. Dr. J. B. Clinton, Vice-President; Dr. Philip 
Johnson, Secretary; and Dr. C. W. Waddell, Treas- 
urer; all of Fairmont. 


The Marshall County Medical Society has elected 


the following officers for the year: Dr. . A. Ash- 
worth, President; Dr. J. H. Luikart, Vice-President; 
and Dr. J. A. Striebich, Secretary-Treasurer; all of 
Moundsville. 


The Mercer County Medical Society has elected the 
following officers for this year: Dr. T. E. Vass, 
Bluefield, President; Dr. P, R. Fox, McComas, Vice- 
President; Dr. R. R. Stuart, Bluefield, Secretary; and 
Dr. Harry G. Steele, Bluefieid, Treasurer. 

The new $225,000 addition to St. Mary’s Hospital, 
Huntington, was officially opened on February 5. 

Dr. J. A. Striebich, Moundsville, has been reelected 
President for the third time of the Staff of the 
Reynolds Memorial Hospital, Glendale. 

Dr. Benjamin F. Golden, Elkins, has been appointed 
Superintendent of the Davis Memorial Hospital, suc- 
ceeding his father, the late Dr. W. W. Golden, who 
headed the Hospital for twenty-five years. 

Dr. J. Edward Richmond, Weirton, has been ap- 
pointed Physician for the West Virginia Department 
of Public Safety. 

Deaths 

Dr. Frank LeMoyne Hupp, Wheeling, aged 64, died 
December 26 of cerebral hemorrhage. 

Dr. John H, Campbell, Wheeling, aged 78, died Jan- 
uary 0. 

Dr. Frederick William Groome, Elverton, aged 46, 
died December 2. 

Dr. Claude Aubrey Latham, 
died January 19 of pneumonia. 

Dr. Sidney S. Staunton, Charleston, aged 83, died 
December 11 of dilatation of the heart. 


Huntington, aged 34, 
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‘LOESERS INTRAVENOUS SOLUTIONS 





the specialist 
occur in his office. 


22 WEST 26th STREET 





Loeser’s Intravenous Solution of Bismuth 


A standardized sterile, stable solution in hermetically sealed Jena glass ampoules, ready to inject. § ¢.c. 
represent 15. Mg. of metallic Bismuth as the tartrate. 


ANOTHER LOESER ACHIEVEMENT 
Despite the failure of many investigators and the repeated adverse statements in the literature, we have 


succeeded in making the intravenous injection of Bismuth practical, safe and effective. 
following a series of injections administered three times a week. 


On account of the freedom from reaction, the safety and simplicity of the technic it is not alone of value to 
but particularly adapted for the general practitioner who cannot afford to have serious reactions 


$3.00 per box of 6 ampoules. 


If you are unable to obtain from your dealer, mail or wire your order direct to 


LOESER LABORATORY 


CERTIFIED 


Bismuth Intravenously 


Controlled by biologic tests. 


Lesions heal rapidly 


NEW YORK CITY 
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A Normal Colon in a 





HEALTHY 
BODY 


NTESTINAL poisons and disease-pro- 
ducing putrefaction do not flourish in 
a normal colon. 

In infancy Nature provides. protec- 
tive agents in the form of benign friendly 
germs, notably the B. acidophilus and 
bifidus. 

Under normal conditions in the adult 
the presence of these organisms in the in- 
testinal tract helps to suppress putrefaction 
and protect against disease. 

And now recent research shows how 
normal conditions can be restored by 
changing the intestinal flora. 

According to the experiments of Distaso, 
Torrey and others, this can best be,accom- 
plished by feeding certain carbohydrate 
foods notably lactose and dextrin. 

The good qualities of lactose and dextrin 
without their objectionable features have 
been com>ined in the therapeutic food— 


Lacto-Dextrin 


The book, “The Intestinal Flora,” tells 
how to use Lacto-Dextrin, and how to 
combine its use with the plant seed Psylla 
(plantago psyllium) in certain types of ob- 
stinate cases, 

Let us send you a copy of this book and 
also clinical trial packages. 


Mail Us This Coupon Today 


BATILE CREEK 
FOOD COMPANY 


Dept. SMJ-3, Battle Creek, Michigan 


Send me, without obligation, trial tins of Lacto- 
Dextrin and Psylla, also copy of treatise, “The 
Intestinal Flora.” 


NAME (Write on margin below.) ADDRESS 
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IN OIL 100 D- ORIGINALLY ACTEROL 


AMERICAN PIONEER STANDARDIZED ACTIVATED ERGOSTEROL 


@) The clinical experience which 
safely settled the question of 
activated ergosterol dosage was 
obtained under fellowships es- 
tablished by Mead Johnson & 
Co., at five leading universities. 
This rich experience is behind 
every bottle of Mead’s Viosterol 
in Oil, 100 D (originally Acter- 
ol)—the American Pioneer— 
Council-accepted. 


Specify the American Pioneer Product— 


g=In Rickets, Tetany and Osteomalacia== 








m—In Rickets, Tetany and Osteomalaciam= 





IN OIL 100 D- ORIGINALLY ACTEROL 


AMERICAN PIONEER STANDARDIZED ACTIVATED ERGOSTEROL 


® Because of our long experience, 
Mead’s Viosterol in Oil, 100 D, 
does not turn rancid in prop- 
erly closed containers. We were 
first in America to produce pure 
ergosterol and also to standard- 
ize activated ergosterol. Mead’s 
Viosterol (originally Acterol) is 
admittedly the pioneer that set 
the now accepted standards of 
safe potency and dosage. 





Specify the American Pioneer Product— 








MEAD’S Viosterol in Oil, 100 D 
Mead Johnson & Co., Evansville, Indiana 
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IN OIL 100 D- ORIGINALLY ACTEROL 


AMERICAN PIONEER STANDARDIZES ACTIVATED ERGOSTEROL 





4) Mead’s Viosterol in Oil, 100 D 
(originally Acterol) is the first 
American preparation of acti- 
vated ergosterol biologically 
standardized at one hundred 
times the vitamin D potency of 
pure Cod Liver Oil. Licensed, 
Wisconsin Alumni Research 
Foundation. Accepted, Council 
on Pharmacy and Chemistry, 
A. M.A. 


Specify the American Pioneer Product— 
MEAD’S Viosterol in Oil, 100 D 








Mead Johnson & Co., Evansville, Indiana 


m——In Rickets, Tetany and Osteomalacia=— 


M 








MEAD’S Viosterol in Oil, 100 D 
Mead Johnson & Co., Evansville, Indiana 











The Modification of Powdered Milks 


Governed by the Same Rules 





When physicians are confronted 
with undependable fresh milk sup- 
plies in feeding infants, it is well to 
consider the use of reliable powdered 
whole milks such as Mead’s or the 
well-known Klim brand. Such milk 
is safe, of standard composition, and 
is easily reliquefied. 


Under these conditions, Dextri- 
Maltose is the physician’s carbohy- 
drate of choice just as it is when fresh 
cow’s milk is employed. 


The best method to follow is first to 
restore the powdered milk in the pro- 
portion of one ounce of milk to seven 
ounces of water, and then to proceed 
building up the formula as. usual. 








DEXTRI-MALTOSE NOS. 1, 2 AND 3, SUPPLIED IN 1-LB. AND 
5-LB. TINS AT DRUGGISTS. SAMPLES AND LITERATURE ON 
REQUEST, MEAD JOHNSON & CO., EVANSVILLE, IND.,U.S.A 

















DEXTRI-MALTOSE NOS. 1 , 2 AND 3, SUPPLIED IN 1-LB. AND DEXTRI-MALTOSE NOS. 1, 2 AND 3, SUPPLIED IN 1-LB AND 
5-LB. TINS AT DRUGOISTS. SAMPLES AND LITERATURE ON 5-LB. TINS AT DRUGGISTS SAMPLES AND LITERATURE ON 
REQUEST, MEAD JOHNSON & CO., EVANSVILLE, IND., U.S.A. REQUEST, MEAD JOHNSON & CO , EVANSVILLE, IND.,U.SA 

















p—In Rickets, Tetany and Osteomalaciam4 


IN OIL 100 D ORIGINALLY ACTEROIL 


AMERICAN PIONEER STANDARDIZED ACTIVATES ERGOSTEROL 


) The standard of vitamin D po- 
tency (100 times that of Cod 
Liver Oil) set by Mead Johnson 
& Co.,in 1927 for Mead’s Vio- 
sterol in Oil, 100 D (originally 
Acterol) is now the standard 
accepted by both the Wisconsin 
Alumni research Foundation 
and the Council on Pharmacy 
and Chemistry, American 
Medical Association. 








Specify the American Pioneer Product— 
DEXTRI-MAL NOS. 1, 2 AND 3, SUPPLIED IN 1-LB. AND MEAD’S Viosterol in Oil, 100 D 


TOSE 
SLB. TINS AT DRUGGISTS. SAMPLES AND LITERATURE ON ; r : 
| REQUEST, MEAD JOHNSON & CO., EVANSVILLE, IND., U.S.A. Mead Johnson & Co., Evansville, Indiana 
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Specific for Pernicious Anemia 


VENTRICULIN 


This new Anti-anemic Substance is now obtainable 
from the nearest Parke, Davis & Company branch 
or depot through your regular source of supply. 


Sane collaborated in by Dr. E. A. Sharp of our 
Department of Experimental Medicine and Drs. C. C. 
Sturgis and Raphael Isaacs of the University of Michigan 
have resulted in the development of a stomach extract 
which presents certain definite advantages over liver 
extract in the treatment of pernicious anemia. 
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1. More palatable. 

2. More effective in stimulating reticulocytosis. 
3, Better adapted to prolonged treatment. 

4. More stable. 

5. Cost to patient greatly reduced. 


| 
Ee: 
| 


The name of this new product is Ventriculin (from the 
Latin ventriculus, stomach). 


Ventriculin is marketed with the collaboration of the 
Thomas Henry Simpson Memorial Institute for Medical 
Research of the University of Michigan. Every manu- 
factured lot of Ventriculin is tested by the University of 
Michigan and approved by the Director of the Simpson 
Memorial Institute before it is distributed commercially. 
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Samples, for the present, are not available. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


NEW YORK . KANSASCITY . CHICAGO . BALTIMORE NEW ORLEANS 
ST.LOUIS . MINNEAPOLIS . SEATTLE 
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